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How do you feel?

If your answer isn’t “Fine!” ask yourself

“How, and what, do I eat?”

Millions of us suffer from ailments that we
can’t trace, but which are not “all in our

minds.” Migraine headaches, depression,

asthma, colitis, even the tendency to obesity

can be the result of food allergy. Research

shows conclusively that food allergies are far

more widespread and complex than had ever

been suspected.

Eating Dangerously urges us to examine

our diets when we feel awful and warns us not

to be surprised when our favorite foods, the

ones we ‘

‘can’ t do without,
’

’ turn out to be the

culprits. For many food allergies are

“masked”: something that gives us a lift,—like

coffee or sweets,—can trap us in a pernicious

cycle in which the highs are followed by in-

creasingly severe and dangerous letdowns.

How do we know, then, that our sinus trou-

ble is triggered by eggs? That our nervous

irritability is touched off by white bread? As

part of his extensive research into food al-

lergies, Dr. Richard Mackamess has devised a

number of tests to prove and isolate allergies
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To my friend and colleague Dr. Ted Randolph,

who taught me most of what I know of this subject,

with affection and respect

Before Reading

Many people, when they first learn of the dietary approach to

physical and mental illness, want to try it out on themselves im-

mediately. To these people I want to give a word of warning.

Medicine and psychiatry are vast subjects, and doctors bring

to their practice a background of accumulated knowledge and

experience which it has taken them years to acquire. Before

you even consider testing yourself for masked allergy as a cause

of whatever ails you, please consult with your general practi-

tioner and undergo whatever tests or examinations by specialists

he advises.

Only after you have been told by both your GP and a special-

ist that they can find no cause for your trouble should you start

to carry out—with your GFs approval and cooperation—the

tests and procedures described in this book.

Let us assume that you have had all the necessary consulta-

tions and tests and remain a patient with a chronic illness of

indeterminate origin and diagnosis. You have lots of failed

treatments behind you, and you still feel sick in one part of your

body or mind, or just sick all over. There are as yet few clinical

ecology units where you can be admitted for working out your

possible allergies, so you have to undergo the investigations and

testing either at home with the help and under the supervision

of your GP or at a hospital outpatient department or allergy

clinic with a specialist who is prepared to work with you.



Surely the time has come to put away the notion

that psychiatry deals just with mind disease . . .

only in Wonderland can we find the grin

without the cat.

—FOSTER KENNEDY

Professor of Neurology,

Cornell University (1936)
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introduction

“Modern medicine has become a major threat to health

and its potential for social, even physical, disruption is ri-

valled only by the perils inherent in the industrialized pro-

duction of food/'

When Ivan Illich said this in 1974, he was putting into

words two of the worst and so far largely unspoken fears of

doctors in developed countries today.

Not only are British and American doctors unable to

make a clear diagnosis in up to one-half of the patients who
come to consult them, but because of this, most of the

treatments they have to offer are for the control of symp-

toms only, not for the eradication of the causes of disease

which still largely elude them. In spite of the increasingly

sophisticated methods of investigation available to hospital

specialists and general practitioners, the practice of medi-

cine often remains at best ineffective from the patient's

point of view and at worst positively harmful: huge vol-

umes are now published on iatrogenic disease—disease aris-
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ing as an unwanted by-product of modern medical treat-

ment, particularly with drugs.

Dr. John Fry, a famous general practitioner practicing

at Beckenham, near London, who was one of the prime

movers in the foundation of the Royal College of General

Practitioners, describes in his book Common Diseases—

Their Nature, Incidence and Care1 the three shocks await-

ing the newly hospital-qualified doctor entering general

practice. Shock number one is 'The rude awakening that

comes to the physician on entering the field of primary care

and practice ... to be faced with a mass of apparently

unrecognized, undefinable and unfamiliar emotional dis-

orders/’ Shock number two comes with the realization that

cure is almost impossible in these conditions, and number

three—a terrible thing for the scientifically and academi-

cally trained modern physician—the realization that emo-

tional disorders cannot be categorized neatly like blood

disorders, nor labeled or diagnosed with any accuracy at all.

By "emotional disorders” Dr. Fry means those disorders

that manifest as disturbances of thought, feeling, and be-

havior. These are properly the province of the psychiatrist,

but as there are not nearly enough psychiatrists to go

around, the general practitioner usually has to try to deal

with them himself—an impossible task when he has no idea

how they arise. And when you add to what Fry calls emo-

tional illnesses, the host of other equally mysterious dis-

eases that affect the body rather than the behavior, it is

small wonder that doctors have the highest suicide rate of

any profession or trade. Allergies, migraine, high blood pres-

sure, heart attacks, skin and bowel disorders, and people

who come saying they "feel sick all over,” mystify the mod-
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ern doctor every day, and although the drug companies

give him every kind of chemical to prescribe for the mitiga-

tion of symptoms, he must realize in his heart of hearts that

he is still pouring drugs of which he knows little into pa-

tients of whom he knows even less—a cynical but pro-

foundly true remark made about doctors many years ago,

long before the era of “scientific" medicine.

So we come to the second half of Ivan Illich's quote: the

perils inherent in the industrialized production of food.

Could this be one of the keys to the doctors' dilemma?

Could the food we now eat be so refined, processed, and

adulterated with chemicals that it causes all or most of

these new and strange epidemics through our failure to

adapt to it and stay healthy? I think this is more than a

possibility. I think it is one important answer, and in this

book I have tried to set out the evidence, based on my own
clinical experience as a doctor and psychiatrist and on the

experience and research of the growing band of medical

men all over the world who agree with this point of view

and are trying to do something constructive about it before

it is too late.

Although there has been no important advance in psychi-

atry since the introduction of the antidepressant drugs in

the 1950s, nothing in this book is intended to discredit the

present methods used by doctors and psychiatrists. Instead,

it offers them a new way of looking at the mysterious change

that has overtaken the pattern of mental and physical ill-

ness now afflicting Western man.



'
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1) Three People Tortured

by Food Allergy

At eleven o'clock on Wednesday morning, May 23, 1973,

Joanna sat in the doctors' lounge of Park Prewett Hospital,

her eyes fixed on the floor, too anxious and depressed to say

a word. She was being “presented’' at the weekly clinical

case conference of the hospital, which is the psychiatric

division of the Basingstoke and District General Hospital

in England.

The routine at these weekly case conferences is always

the same. Each of the three clinical teams presents a case,

generally one that is unusually difficult from either the diag-

nostic or the management standpoint. After introductory

remarks by the consultant in charge, the registrar or the

assistant psychiatrist gives the case history, backed up by re-

ports from the social worker, occupational therapist, and

clinical psychologist. The audience asks questions, then the

patient is brought in and presented. As a rule, this is quite

an ordeal for the patient, although the manic, hysterical, or

psychopathic ones sometimes seem to enjoy it.
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Joanna's case history had been presented to the audience

of psychiatrists, medical students, and psychiatric social

workers by Dr. John Lyon, consultant psychiatrist; Dr. Ali

Khan, his registrar; and the author, one of the six assistant

psychiatrists at the hospital. However, she was so tense and

unhappy that Dr. Lyon let her go back to the ward after

less than two minutes.

Joanna's first attack had come in October 1967, after the

birth of her third child, when she had become irritable,

tense, depressed, unable to feed the baby, and occasionally

violent to the two older children. She had been treated for

this condition with electroshock therapy at the Mayday

Hospital in Croydon before she moved to North Hamp-

shire early in 1968. At that time, she weighed about 154

pounds, but now, in May 1973, she was nearly 200 pounds.

In the interval, she had been admitted to Park Prewett

Hospital thirteen times, often compulsorily, because the

various psychiatrists called by the general practitioner to see

her at home had considered her a danger to her children

and herself. In her most disturbed phases she would slash

her forearms with any available sharp object, not with

definite suicidal intent but as a way of relieving, if only

temporarily, the unbearable tension and irritability mount-

ing inside her. These wounds usually needed stitching and

left deep scars, quite unlike the superficial scratches made
by hysterical people indulging in attention-seeking suicidal

gestures.

On one occasion Joanna had knocked her three-and-a-

half-year-old son unconscious and on another had thrown

her elder daughter through a closed window—luckily on the

ground floor. Surprisingly, her three children had never
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shown any resentment toward their mother for her ill-

treatment of them, seeming to realize with the clear, non-

verbal insight of childhood that she could not help herself

and loved them in spite of her repeated violence and

neglect. Her husband showed the patience of a saint and

stuck with her through seven terrible years.

Most of the psychiatrists at Park Prewett have had

Joanna under their care at one time or another. Almost

every diagnostic label in the book has been attached to her:

schizophrenia, schizo-affective psychosis, presenile demen-

tia, temporal-lobe epilepsy, neurotic depression, and anxiety

hysteria.

In 1969, our clinical psychologist supported the two last-

named diagnoses with this report, summarized in his

delightful psychological jargon:

Psychopathology: Failure of identification with beating behav-

ior

Performance I.Q. 86. Verbal I.Q. 96. Full scale I.Q. 91 (dull

normal)

Projective tests: Could not see much . . . loneliness themes

. . . wanting to escape

Rorschach: Dull, unimaginative, avoids the situation; soma-

tises* anxiety

Diagnosis: neurotic depression with anxiety/hysteria

The social worker who visited Joanna at home reported

that the baby was scarcely ever taken out of its crib and

its diaper seldom changed.

The children's department of the Local Authority had

also been involved with Joanna and her children for a long

* Somatises = converts a mental symptom into a physical one.
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time and held lengthy conferences with the psychiatrists

and the general practitioner in an attempt to find a way to

cope with the situation. Time after time it was almost

decided to place the children in custodial care. However,

the extraordinary resilience and contentedness of the boy

and two little girls made it seem better to leave them with

their mother, so some compromise was always devised to

avoid this final step.

In his painstaking biography of Joanna, Dr. Khan, the

psychiatric registrar, brought out some unusual details.

Her father, a railway man all his life, had died eight years

earlier, at the age of sixty-one, of cancer of the brain. Her

mother had died two years later of cancer of the liver.

Whereas her father had been kind, quiet, and sympathetic,

her mother had been distinctly unfriendly. Very strict, she

had frequently hit Joanna, whose response was invariably

to cry and retire to her room. In spite of this ill-treatment,

Joanna shared her mother's bed until she was eighteen,

when she met and married her husband. Asked if she re-

sented her mother, Joanna replied flatly, "No. I still loved

her.”

Joanna's own sex life was happy until the birth of her

third child, in the sixth year of her marriage. After that,

she progressively lost interest in sex, and during the last

year there had been no intercourse with her husband or

anyone else. Stoically, her husband accepted this as part

of her illness.

Three years earlier, in 1970, Joanna had struck up a

relationship with a somewhat inadequate male patient at

Park Prewett. There was no physical sex, and her husband
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did not try to interfere. Although strongly tempted, Joanna

eventually decided not to leave her family for this man,

"because of the children and Donald [her husband] . . .

because he has been so nice to me/’ When Dr. Khan, who

was writing her biography, asked about her ambitions in

life, she replied, "To have good health. To go home. To be

happy.” Just before the May 1973 conference, when asked

about her plans for the future, she said, "I wish to go

home and be with my husband and children. But I can’t

see any hope of it.”

After Joanna left the conference room with the nurse,

Dr. Lyon asked those at the meeting for their opinions and

suggestions.

Almost without exception, lobotomy was recommended.

All the doctors were gloomy about the outlook, recom-

mending that all three children be placed in permanent

foster homes. They were basing their opinions largely on

the fact that, after thirteen hospital admissions, concen-

trated effort on the part of the staff of the Psychiatric In-

tensive Care Unit, and treatment with every known

psychotropic drug and several courses of electroshock

therapy, there seemed to be no improvement at all in

Joanna’s condition.

In this desperate situation, I felt nothing could be lost

by suggesting that Joanna might have a particularly severe

case of food allergy and asking if I might try to rehabilitate

her. Apart from one or two skeptics, everyone agreed it

could do no harm and that every possibility, however re-

mote, should be tried before she was sent to the neuro-

surgeon. So Dr. Lyon told me that Joanna could stay in
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Intensive Care and that he and his staff would give me
every facility.

The idea that allergy or intolerance to certain foods can

cause illness is not new. It was mentioned in the writings

of Hippocrates 1 and by several American doctors, including

Dr. Albert Rowe, a physician in California, in the 1920s

and 1930s. Rowe designed what he called “elimination

diets/' which left out all foods of one particular kind, such

as cereal grains or citrus fruits. By placing his patients on

these diets in rotation, he was able to connect the dis-

appearance of such chronic symptoms as headache, depres-

sion, nasal catarrh, irritable colon, and daylong fatigue with

the elimination of a food or group of foods.2 Arthur Coca

of New Jersey
3 and Herbert Rinkel of Kansas City were

among those who confirmed and extended Rowe's work,

and Ted Randolph in Chicago extended his research to

include the chemical contaminants of food, air, and water.4

Randolph also introduced the five-day fast at the beginning

of an investigation: the patient is required to spend five

days in a fume-free atmosphere consuming nothing but

spring water (bottled will do). This method can be used

on patients at home or in the hospital (I have tried both),

in bed or out. If the symptoms do not diminish during the

fast, then the illness is not due to food allergy. If they do

diminish, the next step is individual food ingestion tests,

in which the patient is given test feedings of single foods

he has eaten often in the past, and is then watched for an

acute return of the symptoms. These usually recur within

an hour or two and sometimes within minutes. The in-
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dividual food ingestion test was developed by Rinkel, who
found Rowe's rotating elimination tests too time-consum-

ing and impractical. 5

I first encountered the field of food allergy in 1958,

when I stayed with Dr. Randolph in Chicago and saw his

food allergy unit at the Swedish Covenant Hospital. I then

tested his method for several years in my general practice

at Kew Gardens, Surrey, and since I became a psychiatrist

I have used it on a limited scale at Park Prewett. Joanna's

was the first case I had been able to tackle under con-

trolled conditions, with as much nursing and ancillary help

as I needed. The following letter from Dr. Lyon to her

GP, written after she had gone home, summarizes the

result.

DISCHARGE REPORT

23rd July 1973

Dear Doctor:

Re: Mrs. Joanna D., d.o.b. 2/27/45

This lady has had twelve previous admissions to this hospital.

On this occasion she was readmitted on 12th Oct. 1972 on an

informal basis after an attempt to slash her wrists.

She was treated with ECT and a wide variety of medications.

Unfortunately she showed little improvement; she remained

very tense and there were frequent episodes of self-injury.

On 25th April 1973, she was transferred to the Psychiatric

Intensive Care Unit for further assessment. At that time she

was extremely tense but quite unable to talk about her prob-

lems. Her only resort was either to inflict injury upon herself or

to rock persistently like a baby. Under the influence of intra-

venous Valium she was able to reveal considerable concern

Park Prewett Hospital

Basingstoke



NOT ALL IN YOUR MIND

about her relationship with her mother, her own fear that due

to masturbation in her youth she was permanently disfigured

and her very strong feelings of guilt and unworthiness. She was

again fully investigated and the social position reassessed. She

was treated with a wide variety of medications in high dosages

and she also underwent abreactive treatment. None of this gave

any great improvement and eventually she was shown at a case

conference with a view to considering a leucotomy.

At this time it was suggested by Dr. Mackamess that this

could be due to food allergy. In order to enquire into this possi-

bility we set up an experiment in which she was initially starved

for 5 days and then given test doses of specified foodstuffs. The
fast resulted in a very marked improvement in her condition

and the test doses showed severe reactions to some foods but

not to others. As a further test, a trial was undertaken on a

double-blind basis. In this test she was given single foods pre-

pared and emulsified with water by the dietitian, their nature

being unknown to the nursing staff who gave them via a stom-

ach tube from coded, masked syringes. She rated her own reac-

tions to these feedings, and two independent observer ratings

were also undertaken. When the code was broken subsequently,

it was clear that she had again shown the same severe reactions

to the foods previously found to give rise to reactions, and no

reactions to the foods found to be “safe” on open feeding.

During this time her condition had improved so drastically

that we were able to discharge her home on no medication at

all. Mrs. D. knows which foods make her ill and Dr. Mackar-

ness has provided her with a menu made up of appropriate safe

foods. For your information, I enclose a list of some foods to

which she showed a bad reaction and some to which she showed

no adverse response. Also enclosed is a copy of the menus sug-

gested by us. [These items are given in chapter 5.]

I must admit that such a remarkable response has been a

surprise to me. However, it has been so dramatic that I think it

would be difficult for us to say that it was due to anything but

the dietary changes, especially in view of the double-blind trial.
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I hope that her improvement is maintained. Dr. Mackarness

will follow her up in the Out-Patient Department.

Yours sincerely,

/. S. Lyon
MRCP, MRCPSych, DPM
Consultant Psychiatrist

Three months later, her general practitioner sent me this

report: "Since her discharge from the hospital in July 1973,

Joanna has made a remarkable improvement. She is happy,

gay, euphoric, sometimes almost hypomanic in her hearty

enjoyment of life. She goes out to work, cares for the

children without harming them, looks after her house, and

generally seems to be almost back to her old self before

this illness first attacked her. However, she persistently

eats the 'wrong' foods if she wishes to attract attention and

sympathy to herself, or to penalize her husband or her

doctors; she then rapidly becomes morose, sullen, apathetic,

and withdrawn, and on one occasion became hallucinated,

seeing a herd of deer in a public car park. These attacks

subside quite quickly with intramuscular doses of 10 mg.

diazepam [Valium],* and seem to be less frequent as they

become less effective in attracting attention." A year after

her discharge from the hospital she had still remained well

throughout, apart from three short readmissions when she

became ill as a result of breaking her diet. Fasting for two

or three days, along with encouragement to stick strictly to

her permitted foods, soon got her well again.

Lapses like Joanna's, in the face of certain knowledge

* The names of the drugs in brackets are the trademark names given

to them by the drug companies who make them; the other names are the

pharmacological names approved by the British Ministry of Health.
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that they will bring disaster in the form of an acute return

of mental symptoms, suggest an addictive element in food

and chemical allergy.

The word allergy (literally, other response) was coined

in 1906 by Clemens von Pirquet, a Viennese pediatrician

who worked on diphtheria in children with Dr. Bela Schick,

originator of the Schick skin test for immunity to this

disease. Von Pirquet defined allergy as an acquired, specific,

altered capacity to react to physical substances on the part

of the tissues of the body.6

Although allergic illnesses have been recognized and

described since ancient times, they are still imperfectly

understood. It is known, however, that allergies to specific

substances are acquired by exposure to those substances,

and that a general tendency to react in a hypersensitive or

allergic manner is hereditary. It has been estimated that as

much as 80 percent of the population in developed coun-

tries is affected by a family tendency to allergic reactions.

Allergy as a medical subject grew up within the frame of

immunology—the study of immunity or resistance to infec-

tion by the micro-organisms of smallpox, diphtheria, tet-

anus, typhoid, and other contagious diseases. Early re-

searchers in this field found that, in addition to the

desirable immune response following the injection of dead

germs (called antigens because they generate antibodies),

they also encountered hypersensitivity reactions. This find-

ing led to the development of skin tests for immunity. In

such tests a minute quantity of dead germs is injected with

a very fine needle into the thickness of the skin. If the

patient has had a natural infection with the germ and has

overcome it and developed an immunity, redness or swell-
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ing will develop around the site of the injection. If there

is no immunity, a red, raised wheal will not appear; the

next step is to give a series of more concentrated injections

of dead germs until enough antibodies have been produced

to create immunity. These skin tests and subsequent in-

jections form the basis of the public-health immunization

programs established to protect children from such infec-

tions as scarlet fever and diphtheria, responsible for so

many deaths in the nineteenth century. However, some

people become hypersensitive or allergic as well to the

antigens with which they are injected.

The two antithetical responses, immunity and allergy,

to inoculation with identical material were explained by

von Pirquet as changed reactivity following exposure: on

the one hand, acquired or induced immunity, on the other,

hypersensitivity—both based on the chemically understood

antigen/antibody reaction and demonstrable by the skin

tests which have since become the sine qua non of con-

ventional allergy practice. A patient with hay fever, for

example, is subjected to test doses of different pollen ex-

tracts injected under the skin. Immunizing injections are

then given against the pollens to which his skin reactions

have shown him to be sensitive. In some imperfectly under-

stood way, these immunizing injections boost his resistance

to the allergen.

Convention is a powerful force in medicine, and for

years now most allergists have restricted their clinical work

to conditions like asthma and hay fever, which respond to

skin tests and desensitizing injections with graded doses of

allergens like pollen, house dust, and similar inhalant an-

tigens. Against this background of almost three-quarters



NOT ALL IN YOUR MIND

of a century of conventional allergy practice, Albert Rowe,

in California, began drawing medical attention to the

importance of food allergy as a factor in many common
diseases, and advocating the use of elimination diets as a

way of identifying and excluding the foods responsible.

His approach was empirical and clinical, in line with von

Pirquet’s original wide, biological view of allergy.

The idea that food sensitivity could cause mental

disturbance was not original with Rowe. In the early 1920s,

three separate American physicians had drawn attention to

changes in the behavior of children suffering from allergies

to food and other substances. 7 In his article, W. R. Shannon

said: "Of particular interest in these cases are the con-

vulsions indicating a central nervous system involvement.

Possibly allergic in aetiology [cause].” And in France, in

1930, Professor Valery-Radot, doyen of French allergists,

reported a case of depressive/maniacal reaction in a patient

with food allergy. Rowe, however, pioneered the elimina-

tion diet in the treatment of food allergy symptoms, and he

did more than anyone else to bring to world medical at-

tention the wide scope of this dietary treatment, and the

variety of chronic symptoms—including mental symptoms

—it could alleviate.

Rowe, who started his work just after the First World
War, was an old man when I visited him in 1963. How-
ever, he was still active in his practice, and he gave me a

tour of his huge private food allergy clinic in Oakland, north

of San Francisco. His income, he told me, was $193,000 a

year—after taxes! Those patients to whom I talked felt

their money was well spent.



Three People Tortured by Food Allergy

Some five years earlier, in the winter of 1958, Dr, Ted

Randolph had shown me several of his patients at the

Swedish Covenant Hospital in Chicago. These cases had

persuaded me that food allergy might be the key to a num-

ber of stubborn, puzzling illnesses among my own patients

in England.

Like most general practitioners, I had several patients

crippled by illnesses for whose symptoms I was unable to

find the cause. In the old days it was common practice to

tell these people to pull themselves together and hope for

the best. Nowadays these illnesses are more often labeled

psychosomatic and the patients are offered psychiatric

help. However, all too often, even psychotherapy may
amount eventually to being told to get on with it—in the

nicest possible way, of course, and with the prescription of

tranquilizing drugs.

If all the time, money, and effort spent in collecting

evidence to demonstrate to these people that they have

“nothing physically wrong” with them enabled them to go

home cured and reassured, it would be well worthwhile.

In a few cases it does enable them to do so, but the major-

ity continue to feel as ill as before, if not worse.

One such patient, who consulted me before I made the

historic trip to Chicago, was Mrs. A., whose story I reported

in the July 1959 issue of Medical World under the title

“Stone Age Diet for Functional Disorders.” She was thirty-

two years old, happily married, with one child just starting

school. I remember her as a slightly plump, pink-and-white,

rather pretty woman, with a soft voice and a house that

smelled of furniture polish. She worked as a home help for
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the Local Authority. She was so pleasant and thoughtful

with the old people and invalids she visited that she was

much in demand.

She came to my office complaining of feeling off-color

and miserable for the past three weeks, with an intermittent

pain in the lower abdomen as well. She reported that her

“tummy seemed to puff right out” when she ate, that her

periods were becoming heavier, and that she felt easily

tired. Examination revealed tenderness in the region of

the right ovary.

Three days later she had such an acute attack of pain that

I called in the local gynecologist, thinking that the pain

might be related to her heavy periods. He could find no

evidence of disease in the pelvis, and blood tests showed

only “very mild iron-deficiency anemia, white count within

normal range.” I reassured Mrs. A., gave her iron tablets,

and allowed her to go back to work part time. She was

back within a month, saying that ever since the gynecol-

ogist’s visit she had had intermittent swelling and colicky

pain, both of which came on within minutes of eating and

would last about two hours. There was no nausea and no

diarrhea, in fact she was rather constipated. She felt well

only if she did not eat. I examined her after she had eaten

a small meal and could feel a swelling in the vicinity of the

appendix.

She was given an antacid mixture containing belladonna

to take regularly before meals. Within a week she was

back again, saying that the mixture made her bowels loose,

dried her mouth, and did not relieve the colic or the swell-

ing. By October 3, nearly two months since she first came
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to see me, she looked really ill, and I referred her to the

senior surgeon at the hospital for investigation, with a

provisional diagnosis of regional ileitis (Crohn's disease).

The results of a barium enema, barium meal, and follow-

through were normal, and Mrs. A. was referred within the

hospital to the consultant physician specializing in gastro-

enterology, who saw her on November 20. On direct visual

examination with the sigmoidoscope, he found no ab-

normality in the rectum or lower colon. In his written

report, he agreed with my provisional diagnosis, saying it

was probably too early for the condition to show on the

X-ray.

During the next two weeks Mrs. A. had another full

blood count, which was again normal, and an X-ray of her

gall bladder. This, too, proved normal, and on December

18 she was discharged in my care. The gastroenterologist's

final report said: “We have failed to find any signs of

physical disease in this case, and frankly I doubt if there

are any. I talked to her at some length, when I last saw her,

about her private life. ... I think that her symptoms are

probably related to a period of tension, and as they seem

to be settling down now, perhaps further investigation is

unnecessary. I have reassured her firmly about her physical

state."

By “tension" this specialist meant emotional tension, a

diagnosis frequently applied to people like Mrs. A., whose

illnesses cannot be explained in terms of orthodox pathol-

ogy. Since her symptoms had no demonstrable physical

basis, the hospital decided that she was not really ill and

would get better with firm reassurance. She responded by
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getting steadily worse. It was at this point I left for

America.

On my return, I found her much worse. She hadn't felt

well enough to work in two months and had lost twenty

pounds by half starving herself because of the pain and

swelling that came on whenever she had a meal.

I explained to her the ideas I had picked up in America,

and we decided to try them out. For simplicity I told her

to start by eliminating all foods of cereal origin, which

had been her staples up to that time. She got herself a

child's composition book and on the first page wrote:

Elimination Diet

Avoid all breads, biscuits, cakes, and so on made with flour.

Drink only plain water.

Take only one food at a time.

Three meals a day.

If no puff-up [her own words for her abdominal distention],

food O.K.

I saw her regularly at home in order to go through the

notebook with her, and by the end of the first week we

found several foods she could eat without distress: eggs,

milk, bacon, red meat, and oranges. But bread, potatoes,

canned soups, fish, and organ meats were all bad, white

bread being worst of all.

White bread was introduced as a test on the fourth day,

after Mrs. A. had been free of symptoms for two days on

noncereal foods. It resulted in extreme abdominal disten-

tion, headache, and malaise.

She went on recording her elimination diet for three
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weeks, occasionally introducing provocative or suspect

foods at my suggestion to see whether they made her ill.

By the end of that time she was feeling and looking better,

had begun to regain weight, and was able to return to work.

From then until I left Kew five years later, in 1964, she

remained well.

Her diet was not too monotonous even at first, as the list

of her safe and dangerous foods shows (Tables la and lb).

Later we were able to expand it by testing foods she did

not normally eat.

Encouraged by the good results obtained with Mrs. A.,

I applied the methods with varying degrees of success to

other cases, including patients with “fibrositis,” dizziness,

chronic fatigue, obesity, high blood pressure, and asthma.

All had physical symptoms for which various “psychoso-

matic” explanations had been given by specialists who had

seen them and failed to help them.

In spite of my apparent success, I still had nagging doubts

and felt that perhaps the improvements I had been seeing

Table la

FOODS CAUSING NO REACTION

Beef, steak

Lamb and mutton

Veal

Bacon, ham, pork, chicken

Eggs

Milk, butter, cream

Coffee, tea

Oranges, apples, grapefruit

Lettuce

Homemade soup (from stock)
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Table lb

FOODS CAUSING REACTION

Intensity of Reaction

Breakfast cereals extreme

Bread, biscuits, cake extreme

Parsnips extreme

Frozen vegetables extreme

Jam tarts (made with white flour) extreme

Sausages extreme

Fish extreme

Potatoes extreme to moderate

Continental sausages (contain lean meat,

preservatives, and fat) moderate

Canned foods moderate

Cornstarch-based puddings moderate

Cheese slight

Beets slight

Tapioca (made with sugar and milk) slight

Tomatoes slight

were not the results of dietary and environmental maneu-

vers (in some cases I had moved patients exposed to gas

to all-electric houses), but were due to suggestion and

the contagiousness of my own enthusiasm. However,

Michael B. finally removed my doubts on this score.

Seven-year-old Michael B. was the second of three boys,

the son of a hospital engineer and his schoolteacher wife.

There was a history of allergic illness—asthma, eczema, and

ulcerative colitis—on both sides of the family. Michael's

father suffered from periodic attacks of disabling giddiness
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accompanied by nausea and vomiting, which had been

diagnosed by a hospital specialist as Meniere's disease.*

Michael was an overactive, red-haired little boy, pleasant

and amusing to talk to when he was well. In July 1958,

before he and his family had joined my list of patients, he

had been referred by the school medical officer to a child-

guidance clinic because he was becoming increasingly

disturbed and hard to manage. His chief troubles were nail-

biting, bed-wetting, stammering, insomnia, tremor of the

hands, quarrelsomeness, and inability to concentrate on

schoolwork. In his worst phases he would go almost ber-

serk, rushing about smashing his toys and attacking his

brothers.

On my return from America, in December 1958, his

mother came alone to consult me about him for the first

time. She was not happy with his progress at the clinic and

wondered if anything else could be done. I explained the

theory of elimination dieting to her and, since she grasped

it readily, left her to carry it out with Michael without

actually seeing him myself. I was anxious to avoid any sug-

gestion that I was using some form of personal influence

or psychotherapy on the boy.

He was better within three days of going on a diet that

eliminated all processed foods and foods of cereal origin.

By the end of the week, when his mother took him for his

regular visit to the child-guidance clinic, he was a normal

boy. The psychiatrist, remarking on his improvement,

* A disease caused by congestion of inflammatory or allergic origin in

the semicircular canals of the inner ear, which control equilibrium.

Among the symptoms are pallor, nausea, giddiness, and various transitory

disturbances of hearing and vision. It was first described by Prosper

Meniere, a French physician (1799-1862).
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pooh-poohed the idea that the diet had anything to do with

it. Michael's mother did not press the issue, for fear of

offending him, but the seeds of doubt had been planted in

her own mind. She telephoned me, worried that Michael's

improvement might be no more than coincidence and

therefore could not be maintained. I persuaded her to re-

introduce all his cereal foods: cornflakes, white bread, ice-

cream cones, cookies, cakes, and milk chocolate. Within

two days he was as bad as he had ever been, and his mother

telephoned again, in a panic, asking for advice. I told her

to put him back on the cereal-free diet. Although she found

it difficult to persuade him to give up the carbohydrate to

which he seemed addicted, she did succeed after a few days

and he became well again.

That was in February 1959. He has remained well ever

since, relapsing only when he inadvertently breaks his diet.

Table 2a

FOODS CAUSING NO REACTION IN THE CASE OF
MICHAEL B.

All meat, poultry, and organ meats Lettuce

Bacon Cucumbers

Eggs Bananas

Milk Apples (nonacid)

Whitefish Oranges (limited)

Butter Ice cream (only

certain brands)

Lard Tea

Cauliflower Coffee

Cocoa
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His mother worked out a fairly full list of foods which

cause no reaction, and another of those which bring back

his illness (Tables 2a and 2b).

I could multiply these cases many times from my records.

The three I have given are typical, and some general con-

clusions can be drawn from them.

The elimination diet is a straightforward method, and

its value is demonstrable by cause and effect. Once relief is

obtained, the ecological basis of the illness can be proven

by reexposing the patient to the incriminated foods and

watching his or her symptoms reappear.

A study of the lists of foods causing adverse reactions

Table Zb

FOODS CAUSING REACTION
MICHAEL B.

IN THE CASE OF

Wheat flour extreme

Com flour extreme

Cheese extreme (especially

when cooked)

Herring extreme (vomiting)

Canned fish extreme (vomiting)

Smoked fish extreme (vomiting)

Marmite extreme

Potatoes moderate

Canned fruits moderate

Milk chocolate moderate

Store-bought candy (not all) slight

Acid apples slight

Acid oranges slight
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in Mrs. A. and Michael B. suggests that possibly it is not

always the foods themselves that are to blame, but their

chemical contaminants.

For example, Mrs. A. could eat her own homemade

soup, but soup from a can upset her. Soup cans are often

lined with a gold-colored resin to which some people are

known to be sensitive. And many canned-soup manu-

facturers add monosodium glutamate, a meaty-tasting

flavoring agent, which has recently come under fire in the

British Medical Journal as causing the condition quaintly

named “Kwok’s Quease,” or “Chinese Restaurant Syn-

drome.”

Dr. Robert Kwok is a research investigator practicing in

America who regularly eats Chinese food. One day, in a

Chinese restaurant, he was suddenly seized with the most

frightful gripping pain in his chest, running up into his

neck. He thought he was going to faint, and more or less

collapsed across the table. The acute pain, which he

thought was the beginning of a heart attack, subsided after

a few minutes, but it left him shaken and determined to

discover what had brought on such alarming symptoms.

After much research with interested colleagues, he even-

tually came up with the answer: he had an allergy to

monosodium glutamate, which some Chinese chefs add in

considerable quantities to the food they prepare. He pub-

lished his findings in the New England Journal of Medi-

cine
,
and his name and the syndrome associated with it

have since become well known to doctors throughout the

world .

8

At the end of my article reporting the cases of Mrs. A.

and Michael B., I suggested that allergy to foods and
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chemicals was a much more common cause of chronic ill

health than most doctors imagined. Here are the conclud-

ing paragraphs :

9

Conclusions

Many theories have been put forward to account for the in-

crease in the number of patients with neurosis and psychoso-

matic illness today. The psychiatrists have persistently claimed

that they have the secret, but somehow they have failed to give

the GP a solution he can use.

I do not think we are being subjected to much more psycho-

logical stress now than we were twenty-five years ago, but I am
sure that the sophistication and adulteration of food with chem-

ical additives has increased enormously in that time and so has

the consumption of processed starch and sugar (white bread,

cakes, biscuits, sweets, and soft drinks)

.

It would be surprising if people were not allergic to pesti-

cides put into the ground and sprayed on crops, to flour “im-

provers,
n

anti-staling agents, emulsifying compounds, artificial

colorings, preservatives, and the whole terrifying array of poten-

tially toxic substances now being added to our food in order to

improve its appearance, flavor, shelf-life, and profitability.

Why should psychosomatic or functional illness not be a

manifestation of allergy to these new synthetic chemicals which

we are eating more and more as the supermarkets multiply? I

believe the Stone Age elimination diet to be a means not only

of answering this question, but also of giving relief to thou-

sands of people whose health has been affected in this way.

Summary
Food allergy as a cause of disease, particularly the role of

processed cereal foods as allergens, is described. An account is

given of the treatment of four cases of disabling psychosomatic

disorder on nonpsychiatric lines, using a Stone Age (pre-cereal)

elimination diet.
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The implications of the increasing use of chemical food addi-

tives are briefly discussed.

Because ecological illness (food and chemical allergy)

is not yet recognized for what it is, no statistical studies

have been made, and we can only estimate its incidence.

Since I wrote this article, however, I have had much more

experience with the subject, and I would now, tentatively,

put the incidence of this type of illness as follows: 30 per-

cent of people have symptoms traceable exclusively to

food and chemical allergy, 30 percent have symptoms

partially traceable to this cause, and the remaining 40 per-

cent have symptoms that are unrelated to allergy. My
American colleagues give similar figures. If we are right,

there is a need for a complete change in the medical ap-

proach to ill health, and a total revision of government

policy and regulations regarding food.

Among the 30 percent whose symptoms are partially

traceable to allergy are those in whom the illness is at-

tributable in some degree to psychological factors or con-

ditioning by unpleasant early experiences. Psychotherapy

can help such patients and drugs like chlorpromazine,

which appear to reverse or normalize psychotic (un-

balanced) thinking, will continue to be needed so long as

there is a shortage of psychiatrists and facilities for the

overall investigation and care of mental patients. Purely

psychological factors are important also in raising or lower-

ing a person's powers of adaptation to stresses of all kinds,

of which sensitivity to specific foods and chemicals is but

one.

Interestingly enough, Dr. John Fry (referred to in the
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Introduction) and his colleagues at the Royal College of

General Practitioners in England, who have done careful,

statistical research into the types of illness dealt with by

GPs, have come up with figures very similar to those I

have just given—hut with regard to emotionally determined

illness (or psychosomatic illness, to use the currently fash-

ionable term). Fry estimates that 30 percent of illnesses

are emotionally determined (and he is including depression

in this figure), and the rest, with or without an emotional

component, are physical or organic in origin: injuries, in-

fections, cancer, degenerative diseases, and so on.

Taking Fry’s figures and my own as being fairly accurate,

the difference in causation can easily be resolved by show-

ing that his 30 percent supposed to be entirely emotional

or psychosomatic (which he says doctors find so mystify-

ing) are really somatopsychic and have an allergic rather

than an emotional basis. Identifying and eliminating the

foods and chemicals which make these people ill can pro-

duce a complete cure in 80 to 90 percent of the cases. (The

earlier the illness is tackled, the more completely reversible

is the underlying allergic process.) The remaining 10 to 20

percent of patients whose condition is long-standing and

in whom oft-repeated allergic reactions have caused ir-

reversible physical changes in the tissues or deeply implanted

mental conditioning can also be helped; but in them the

improvement will be only partial, for after many years,

pathological changes of a more permanent nature will

usually have taken place.
10



2) The Pernicious Cycle:

Alarm, Adaptation,

and Exhaustion

Although ecology advocates in Western countries have been

more and more vocal of late, fears have been expressed

mainly about the long-term effects of chemical additives

and contaminants in food, sprays on crops, and artificial

fertilizers in the soil. Very few people have realized that a

lot of us are being made ill now by what is being done to

the food we eat and the air we breathe. This is because

the ecologists and the doctors and scientists who advise

them have been thinking in terms of poisoning rather than

allergy or hypersensitivity.

In fact, allergy or intolerance to environmental sub-

stances is no new thing and has probably always been a

by-product of human evolution in a changing world. The
word ecology was first used in 18661

to refer to the mutual

relations of living things to their physical surroundings and

to each other. Implicit in the concept of ecological balance

is the long and intricate process by which human beings
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come to live in harmony with their physical environment,

and it is a rule of ecology that living creatures show better

adaptation to those things to which they have been exposed

longest: it is much less common to find a patient disabled

by eating meat or by normal exposure to sunlight (I am
not talking about sunburn) than it is to find one made ill

by eating wheat or inhaling the petrochemicals in the air

on a street full of heavy motor traffic.

The human diet has evolved over millions of years, from

the apelike, vegetarian diet of the forest-dwelling gatherers

to a carnivorous one. Meat has been man's main food for

more than nine-tenths of the time since he learned to walk

upright and use his hands as tools. Starches and sugars as a

basis for nutrition are a very recent introduction: they have

been part of our diet for ten thousand years at most, as

against two to three million years for meat, fat, and protein.

Our modern carbohydrate-based diet of highly refined

and processed foods, contaminated by hundreds of newly

invented synthetic chemicals, is such a recent innovation

that there has not yet been time for extensive study of its

effects on man. Most of the evidence beginning to come in,

however, suggests that the effects may be harmful.

Living things are distinguished from inanimate objects

by their ability to adapt to changes in their environment.

Adaptation
,
according to Webster's Third New Interna-

tional Dictionary
,

is “modification of an organism or of its

parts or organs fitting it more perfectly for existence under

the conditions of its environment. . .

.” “Modification of

an organism" may include structural, functional, and be-

havioral changes, involving the nervous system, the glands,
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and the cellular enzyme system.* In the human organism,

the brain and the nervous system have played the major

role in determining adaptation and evolutionary progress.

The brain's efficiency depends on the proper working

and smooth integration of the other two systems: the

endocrine and the cellular enzyme system. The endocrine

system consists of the ductless glands, which pour hormones

into the bloodstream to regulate the body's functioning.

The cellular enzyme, or catalyst, system provides the bio-

chemical reactions by which the brain formulates and

transmits messages along the nerve pathways of the body.

The primitive hunter in pursuit of food uses exactly the

same nerve signals as the NASA scientist programming the

computers that guide a landing on the moon. The difference

is only in complexity. In both cases the work is done by the

same nervous system, built of the same basic materials,

chiefly animal fats. No nervous system has ever been built

of starch or sugar, and to base a diet on carbohydrates, as

millions do today, is to invite the problem of inadequately

constructed and malfunctioning nerves and brain.

During the course of his existence, man has had to adapt

to many potentially harmful things: heat and cold, wet

and drought, injury, infection, and change of diet, to

mention only a few. Because this is a book about food, I

shall concentrate on man's adaptation to change in diet,

* Enzyme means, literally, “in yeast”—the first enzymes to be de-

scribed were those that live in the mold found on the skins of grapes and
turn sugar into alcohol in the fermentation process. Enzymes are catalysts:

just as they speed up the fermentation process in winemaking, so, too, in

every cell of the body, enzymes speed the processes that give the body its

energy and its life.
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showing how the adaptive process has worked in the past

and still works—or fails to work—today.

The adaptation of a species can fail for two different

reasons: the organism may not be able to reproduce quickly

enough to evolve in the face of a new stress, or it may be

subjected to unrelieved exposure to too much stress over

too long a period.

Failure to adapt for the first reason has occurred through-

out the earth's history and has led to the disappearance of

many species, such as dinosaurs. Problems related to the

second reason, which are occurring today, have been ex-

tensively investigated by Professor Hans Selye of Montreal,

a pioneer of modern physiological research into stress.

Stress, as defined by Professor Selye, is the struggle to adapt

to a noxious agent.

According to one theory, the kind of food available to

our remote ancestors determined their evolution from apes

to humans. Millions of years ago, Europe, Asia, and Africa

were joined together, and huge rain forests covered the

land. Among the many apes living in this humid jungle

were those from whom we are descended. Though primarily

vegetarian, as present-day apes are, living on fruits, nuts,

roots, tender shoots, and leaves, they also enjoyed eating

birds, small animals, and fish when they could catch them.

Living among the branches of the trees and escaping aloft

when danger threatened, these remote ancestors of ours

did well as long as the forest flourished.

The climate changed, however, and the land began to

dry up. Trees were gradually replaced by open plains or

grasslands. As the forests shrank, apes and monkeys were
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crowded into the dwindling islands of jungle, competing

with each other for a diminishing food supply.

Grass-eating animals like deer and horses spread and

multiplied as the plains grew, while the apes and their

cousins in the trees, lacking the grinding teeth and cellulose-

digesting intestines of the herbivores, had either to learn

to eat the flesh of those animals or to perish.

Many apes died. The few survivors went on reproducing

tree-dwelling vegetarians like themselves and have con-

tinued to do so right down to the present day.

However, a few of their anthropoid cousins, having more

intelligence, came down from the trees and learned to run

on two legs, to hunt, and to eat meat. They were the

predecessors of modern man.

The difficult transition from tree-dwelling vegetarianism

to prairie-running meat eating was made possible through

three gifts: a pair of hands with a thumb opposed to the

four fingers; a brain equal to that of a modern four-year-old

human child, capable of learning by experience; and a great

deal of time. These early hominids had hundreds of genera-

tions to acquire by natural selection the adaptive attributes

necessary for survival in a changed world.

Darwin’s theory of evolution rests on two separate but

interdependent processes: mutation and natural selection.

When male and female reproductive cells join in the act of

conception, the nucleic material that carries hereditary

characteristics is sometimes juggled about in such a way

that the offspring are born unlike their parents in one or

more respects. This is mutation. Occasionally the new,

altered characteristic is one that can be used to tremendous

advantage in the struggle for survival.
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Through mutation, for example, a giraffe may be bom
with a longer neck than its parents. This particular trait

happens to have great survival value, for the longer-necked

giraffe can reach and eat leaves beyond the reach of smaller

animals. Similarly, in just the same random way, mutations

have helped human beings to progress beyond their apelike

origins. A slight improvement in a part of the nervous

system, for instance, could have equipped one of our early

ancestors with better hand-eye coordination, enabling him

to throw his spear more accurately and catch more food.

Inheriting his mutation, his children would also be skilled

with the spear and able to consolidate their superior posi-

tion by getting more and better food.

Such mutations help their possessors survive by giving

them an advantage over other members of the species in

the struggle for existence. The process can also operate in

reverse to assure the extinction of maladapted creatures. If

a black moth, for instance, produced a white mutant in a

sooty industrial region, the offspring would not have much
chance of escaping early consumption by a predatory bird.

This is the process that Darwin called natural selection.

By it, giraffe's necks have grown longer, men have become

cleverer, and moths in sooty areas have gotten blacker.

Natural selection is a genetic matter. A change in the

growth program of a species cannot be brought about by

external alterations of the individual organism. Though

generations of “giraffe-necked” women in Burma have

stretched and lengthened their necks by putting wire rings

around them, their children continue to be born with necks

of normal length. Dogs who have had their tails docked at

birth still produce puppies with long tails.
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Biologists believe that it is very rare for a characteristic

acquired during a person's lifetime to be inherited; indeed,

we have no firm evidence that it can actually occur at all.

The smooth operation of mutation and natural selection

depends on a continuing supply of suitable food and a

reasonably stable physical environment. There is evidence

that the elephants in the game reserves of Africa are being

wiped out as much by the change in their food supply (a

result of restriction of their normal nomadic way of feeding

in the forests) as by the activities of illegal ivory hunters.

It is quite possible that what we are now doing to food in

the industrialized West will produce a similar change, one

so debilitating that we may exterminate ourselves with

degenerative diseases or be crushed by a people like the

Chinese, who handle their food supplies more sensibly.

Time is running out for us; a complete reappraisal of

environmental and dietary policies in Europe and America

is literally a matter of life and death, and long overdue.

The anthropoids who emerged from the forest onto the

prairie were at first not adept at hunting the big grass-

eating animals and had to live on stray, dead specimens

and what they could collect at the edge of the forest:

grubs, honey, insects, birds' eggs, and small rodents dug

out of their burrows. After a time, however, they learned

to hide in the grass and pounce on a grazing animal tem-

porarily separated from its herd. Later they worked in

packs, as baboons do now, heading off an antelope, pulling

it down, and killing it. They also learned to throw stones.

Thus the anthropoids who moved out onto the grasslands

became more and more ingenious in the use of eye, hand,
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and brain. Gradually they grew to look less like apes and

more like humans, and they developed a primitive language.

As the grass spread to replace the trees, there was more

food to support buffalo, antelope, horses, and cattle for

men to hunt, and the men themselves became bolder,

cleverer, and more skilled at hunting. Eventually they

invented weapons: clubs, slings, and spears with which to

ensure themselves of an unlimited supply of life-giving

meat. About half a million years ago they discovered fire,

which helped them to survive the Ice Age.

The painful transition from vegetarian tree-dwelling to

carnivorous ground-hunting and cave-dwelling involved

serious hardships and a high death rate. Changing from a

plentiful diet of leaves and fruit to infrequent meals of

meat, marrow, and fat surely caused these early humans a

lot of indigestion. For a time they must have been less

robust than their tree-fed cousins, just as the Icelandic

ponies of today, which are forced to live on fish, are poorer

specimens than their hay- and corn-fed cousins elsewhere.

These changes took place at least a million years ago,

more likely three million. In all these years, according to

the paleontologists who study fossil remains, the true apes

have changed little, chimpanzees of today having the same

bone structure and substantially the same vegetarian diet

as their ancestors. During the same period, the prehuman

cousins of the early apes changed profoundly as a result

of moving out onto the savanna and becoming meat eaters.

Coming down from the trees was a significant step in the

development of human form and intelligence.

One of the more obvious visible changes was the emer-

gence of sharp canine teeth, the pair on either side of the
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upper incisors, which are useful for meat eating. In animals

that live exclusively on meat, like wild dogs and tigers,

these teeth are even longer and sharper.

More important, though not appreciated until recent

study by biochemists and microbiologists, was the evolution

of new metabolic pathways within the cells. These enabled

the liver and other tissues to convert animal fats and

proteins, instead of the old vegetable foods, into substances

that could supply energy to the muscles and to other organs.

More important still, these new pathways allowed our

hominid ancestors to utilize chemical building blocks,

mainly unsaturated fats supplied by the flesh of herbivores,

to produce bigger and better brains capable of more and

more effective and imaginative thought, feeling, and be-

havior.

The complicated chemical reactions at cell level that

enable our bodies and brains to work so marvelously are

dependent on a host of enzymes, physiological catalysts

that have been perfected through thousands of generations

of living on natural foods, first wild plants and roots and

later free-running fat meat.

Since the late nineteenth century, when the unprece-

dented wholesale refinement and adulteration of basic food-

stuffs began, Western civilization has been increasingly

afflicted by a new pattern of epidemic disease: degenerative

diseases of the heart, arteries, and nervous system have been

replacing the infections that swept Europe and America a

century ago. When we suddenly confront our meat-ad-

justed body chemistry with high doses of refined starch and

sugar and a host of new, synthetic chemicals, we invite a

breakdown in our basic cell processes—and we are already
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seeing evidence that such a breakdown is occurring in ever-

increasing numbers of people. It is difficult to realize just

how perilous it is to tamper with enzyme systems, the self-

lubricating and self-repairing cogs in the body's physio-

logical engine.

Hans Selye will come to rank with Louis Pasteur,

Frederick Banting, and Alexander Fleming among the im-

mortals of medical research because of his clarification of

the mechanics of adaptation and the body's response to

threats to its stability. The object of the research being

done in Selye's laboratory, at the University of Montreal,

is to determine the effects on the body of sudden or pro-

longed exposure to severe stress .

2

Before going on to describe Selye's work, I must make it

clear that what he means by “stress" is not the popular

conception of the word.

Most people think of stress in psychological terms, mean-

ing by “stressful situations" those that cause nervous

tension. Business executives in high-powered companies,

laboring under the constant pressure of decision-making,

are thought to be particularly susceptible to stress disorders.

In scientific terms, stress is not limited to psychological

pressure. It is the wear and tear incurred by an organism

in its daily struggle to remain normal in the face of

potentially harmful agents of all kinds, physical as well as

psychological. The businessman who suffers from stress

disorders may be just as much the victim of the refined

and processed food he eats, the variety of alcoholic drinks

he consumes, and the contaminated air he breathes as he

is of his high-pressure job. In fact, a person who eats a

precereal, Stone Age diet, based on meat, fruit, and clean
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water, and lives in the country breathing pure air, is far

better equipped for decision-making and mental activity

in general than someone who goes to an office in a city

every day, eats rich, heavy lunches, and continually inhales

tobacco and automobile exhaust fumes.

Selye has defined stress as the rate at which wear and

tear is induced in the body by the process of living. Since

some stress is clearly unavoidable, our object must not be

to try to avoid stress altogether, but to learn to live with

it and minimize its harmful effects. A certain amount of

stress is beneficial; it has been recognized since early times

that there is a healing force in nature which tends to cure

from within, and that this force is activated by stress.

Modern research like Selye’s has helped to clarify and

explain the ways in which the body copes with stressors (or

potentially harmful external agents). From the work Selye

has published so far, it is clear that the mental symptoms

that appear when a person is failing to adapt to stress are

only one manifestation of the battle of adaptation, and are

not themselves the whole disease, as many people believe.

One of the pioneers in the study of stress, some years

before Selye, was the late Walter B. Cannon, professor of

physiology at Harvard University Medical School, who
during the late 1920s studied the workings of the autonomic

nervous system (those nerves that control automatic func-

tions like digestion, sweating, and heartbeat, which cannot

ordinarily be influenced by conscious willpower).

He did much of his early work on adrenaline, the “fight-

or-flight” hormone produced by the adrenal glands. In

response to the emotions of fear and anger, adrenaline is

poured into the bloodstream and carried to every part of



The Pernicious Cycle: Alarm, Adaptation, and Exhaustion

the body in a few seconds. It acts as a chemical messenger,

preparing the body for immediate, violent action. Adren-

aline makes the heart beat faster, diverts blood from the skin

and the bowels to the limb muscles and the brain, dilates

the pupils, and causes the muscles surrounding the bron-

chial tubes to relax and let more air into the lungs: all

useful in preparation for a flight or fight for life.*

Cannon coined the word homeostasis (from the Greek

homeo
,
the same + stasis, staying) to mean the steady,

normal state of the body maintained by the combined

actions of adrenaline, the autonomic nervous system, and

the other adaptive processes he studied. Not much was

known in his day about the main adaptive hormone,

cortisone.

He was fascinated by the paradox of a body composed

of soft, perishable materials, yet able to maintain a con-

stant and almost unchanging identity for seventy to eighty

years. He put it this way: “When we consider the extreme

instability of our bodily structure, its readiness for disturb-

ance by the slightest application of external forces and the

rapid onset of its decomposition as soon as favoring cir-

cumstances are withdrawn, its persistence through many
decades seems almost a miracle.”3

Not only does it seem so, it is a miracle—now more than

ever, when so many subtle, adverse, external forces are

being applied!

* To help his students remember the actions of adrenaline, my old

physiology professor, R. J. S. MacDowell, used to say: '‘Adrenaline makes

a pale person paler and a dark frog darker.” People do go white with rage,

by causing the blood vessels in the skin to constrict, and a frog can hide

better from its enemies if it becomes darker. Adrenaline expands the dark

patches of pigment in its skin.
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Long before Cannon, Hippocrates used the phrase vis

medicatrix naturae (the healing power of nature) to explain

the recovery that took place when the sick body was left to

its own devices. One of Hippocrates’ maxims goes: “When
things are at the crisis, or when they have just passed it,

neither move the bowels nor make any innovation in treat-

ment, either as regards purgatives or any other stimulants,

but let things alone.” In other words, leave nature to do its

wonderful repair work.

Equally sensible and more precise references to the self-

regulatory, adaptive powers of the body have been made

by nineteenth-century physiologists quoted by Cannon. The

Belgian physiologist Leon Fredericq said in 1885: “The

living being is an agency of such sort that each disturbing

influence induces by itself the calling forth of compensa-

tory activity to neutralize or repair the disturbance. The

higher in the scale of living beings, the more numerous,

the more perfect and the more complicated do these regu-

latory agencies become.” In 1900, Charles Robert Richet,

professor of physiology in Paris, took this idea further by

drawing attention to the stable instability of the body. “The

living body is stable,” he wrote; “it must be so in order not

to be destroyed, dissolved or disintegrated by the colossal

forces which surround it. By an apparent contradiction, it

maintains its stability only if it is excitable and capable of

modifying itself according to external stimuli and adjusting

its responses to stimulation. In a sense it is stable because

it is modifiable—the slightest instability is the necessary

condition for the true stability of the organism.”

The adrenal glands have two parts: the central medulla,

which produces the adrenaline that pours into the blood
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in response to messages from the brain, and the outer rind,

or cortex, the function of which was unknown in Cannon's

time. We now know that it produces a number of hor-

mones, including cortisone, which keep the body stable in

the face of stresses of all kinds. Cortisone serves to counter-

act allergic reactions, inflammation, and damage in general.

As hydrocortisone, it is included in preparations to relieve

the irritation of insect bites, where it is more effective than

the still-popular antihistamines.

Hans Selye was the first to show, by means of beautifully

designed experiments, that hormones from the adrenal

cortex, particularly cortisone, are our first protection and

our main means of mobilizing the body's defenses against

allergic reactions and other kinds of disturbances caused by

harmful outside agents.

In 1936, Selye published a historic letter in Nature. It

began:

Experiments on rats show that if the organism is severely

damaged by acute, non-specific noxious agents such as exposure

to cold, surgical injury, excessive muscular exercise or intoxica-

tions with sub-lethal doses of diverse drugs, a typical syndrome

appears, the symptoms of which are independent of the nature

of the damaging agent or the pharmacological type of drug

employed, and represent rather a response to damage as such.

He went on to describe the three stages of the syndrome

he had observed in his rats:

Stage one begins six to forty-eight hours after the initial

injury. It is characterized by a drop in body temperature,

loss of muscle tone, low blood pressure, shrinking of the

adrenal glands (as they squeeze as much cortisone as pos-
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sible into the bloodstream in an effort to normalize con-

ditions), and leaking of fluid from the small blood vessels

into the tissues. The doctor who sets up an intravenous drip

for an accident victim is trying to put some of this fluid

back and maintain the normal blood volume. Selye’s

description of stage one corresponds on the whole with

what is generally known as surgical (as opposed to emo-

tional) shock.

Stage two begins forty-eight hours after the assault on

the body’s stability. The adrenals greatly enlarge, the edema,

or swelling, of the tissues begins to subside, and cell division

ceases. The pituitary, the master gland situated at the base

of the brain, produces increased quantities of adrenocortico-

trophic hormone (ACTH). When the noxious agent con-

tinues to be applied in sublethal doses—either as small

repeated injuries or as small repeated doses of an allergen

or harmful drug—then the rats build up resistance, become

adapted to the stress, and apparently return to normal.

At this stage in his experiments, Selye, who was using

cold as the stressor, tried taking some of his rats out of the

cold cage and putting them back into a warm environment

for a while before reexposing them to cold. He found that

they had lost their powers of resistance and had to go

through the shock reaction of stage one again. If he left

the rats in the cold, however, they went on adapting for a

long time, apparently growing used to the stress. There

seemed no reason why they should not go on indefinitely

in this adapted state, once they had become accustomed to

it. To his surprise, however, after some weeks in the cold,

his rats began to die, one by one, long before their normal

life-span was reached. They had entered stage three, the
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stage of exhaustion. Stage three's symptoms were similar

to those seen in stage one, but this time there was no stage

of resistance or recovery to follow, only death due to ex-

haustion of the adaptive resources. At postmortem, Selye

found the rats' adrenal glands shrunken and wasted, drained

of all protective hormones and incapable of producing any

more.

Explaining the significance of these three stages, Selye

wrote:

We consider the first stage to be the expression of a general

alarm of the organism when suddenly confronted with a critical

situation, and therefore term it the 'general alarm reaction/

Since the syndrome as a whole seems to represent a generalized

effort of the organism to adapt itself to new conditions, it might

be termed the 'general adaptation syndrome/ It might be com-

pared to other general defense reactions such as inflammation

or the formation of immune bodies.

The symptoms of the alarm reaction are very similar to those

of histamine toxicosis or surgical or anaphylactic shock; it is

therefore not unlikely that an essential part in the initiation of

the syndrome is the liberation of large quantities of histamine

or some similar substance, which may be released from the tis-

sues either mechanically in surgical injury, or by other means in

other cases. It seems to us that more or less pronounced forms

of this three-stage reaction represent the usual response of the

organism to stimuli such as temperature changes, drugs, muscu-

lar exercises, etc., to which habituation or inurement can occur.

Selye's letter occupied less than two columns in Nature
,

yet it contains the essence of the whole of his work on

adaptation. He has spent the last forty years studying stress,

using the scientific methods of observation, hypothesis,
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and experiment. The results have led to enormous advances

in medicine and psychiatry: new treatments have been

developed for shock, rheumatism, and anaphylaxis, and

psychiatrists now have a clearer understanding of the physio-

logical basis for nervous breakdowns .

4

Since he is a physiologist and works mainly with animals,

Selye has not himself applied his concepts in a clinical set-

ting. If he had, he would have noted—particularly in the

field of allergy—that adaptation and maladaptation show

themselves more often as specific symptoms, related to spe-

cific stressors and individuals, than as general to all noxious

agents and all people. E. F. Adolph, professor of physiology

at the University of Rochester School of Medicine, Ro-

chester, New York, observed and reported5 similar stages of

adaptation to those noted by Selye, but he also found that

individual animals showed marked differences in their re-

sponses to the same agent, and that these responses were

more often specific to a particular stressor than general to

all.

Working with healthy experimental animals, Selye and

Adolph exposed them to regular doses of a given harmful

material, under controlled conditions, and watched them

show alarm, adapt, develop illnesses in the exhaustion stage,

and finally die.

Patients do not generally consult doctors until they are

entering the stage of exhaustion in their struggle to adapt

to an environmental stress. Lacking a means of turning

back the clock in the patient's illness, the doctor is left to

speculate on causes and to treat symptoms empirically as

they arise.

Thus in psychiatry, in an adaptive case like Joanna's,
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there was the topsy-turvy situation of one psychiatrist after

another mistakenly citing her symptoms as the cause of her

illness. Her wrist-slashing was said to be caused by her de-

pression, and her addictive drinking of coffee was attribu-

ted to a fixation at the level of oral sexuality. Rather, they

should have attributed her entire set of symptoms to the

exhaustion caused by constant exposure to foods to which

she was allergic.



3) Finding the Guilty Food

Among Your Favorites

Centuries before the word allergy was invented, it was

known that one man's meat could be another man's poison

—great variations in people's responses to the same foods

were reported in the earliest medical records. Until recently,

however, abnormal sensitivity to specific foods has been

regarded more as a curiosity than as a phenomenon worth

studying. It was not until around 1925 that some allergists

began to suspect that day-in, day-out exposure to certain

common foods might be causing chronic illness on a wide

scale.

It is easy to accept as allergic the rash that appears when

a susceptible person eats shellfish or strawberries, but harder

to recognize that the bread or eggs he eats every day may be

causing his bouts of catarrh, headache, and mental depres-

sion. Early reports of allergic reactions to foods were con-

cerned only with immediate, clear-cut cause-and-effect

responses to uncommon and rarely eaten foods. Acute reac-
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tions to inhaled substances like dust and feathers were also

readily accepted as allergic.

A hundred years ago, an ear, nose, and throat surgeon

named William Harvey* designed an elimination diet for

William Banting, a fashionable London undertaker, who

had consulted him about his deafness. Banting was terribly

fat and Harvey prescribed a diet that cured not only his

deafness but also his obesity and a number of other chronic

ailments he had borne with fortitude for many years.

Harvey's diet excluded all foods of cereal origin but al-

lowed unlimited quantities of fat meat and a good deal of

alcohol, on the theory that starches and saccharine matter

tended to create fat. “Quantity of diet may safely be left to

the natural appetite," wrote Banting in his delightful little

book on the subject.
1 “It is quality only which is essential

to abate and cure corpulence." Banting's deafness cleared

up when he lost weight because, as Harvey had suspected

from the first, the deposits of fat in the openings to his ears

had sealed off his eardrums, preventing the sound from

reaching them, by making the wax accumulate.

This high-fat, high-protein diet, which Banting published

in 1864 as a cure for obesity, was opposed by the doctors of

that time and criticized as being “freakish and unscien-

tific." However, it was successful with the public and

Banting's name passed into the language as a synonym for

dieting. I can remember my grandmother saying that she

was “banting" when she meant she was trying to lose

weight.

* No relation to the famous William Harvey who first described the

circulation of the blood.
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It remained for medical pioneers like Shannon, an Amer-

ican,
2 and Francis Hare, an Australian psychiatrist who ran

a clinic for alcoholics at Beckenham in Kent, to point out

in the early part of the century that daily exposure to com-

mon foods could cause and maintain chronic symptoms.

Shannon excluded eggs at one time and wheat at another

from the diet of disturbed and sick children, and Hare, in

his mammoth two-volume work, The Food Factor in Dis-

ease? gave numerous case histories to support his hypothe-

sis that many common ailments could be caused by a

constitutional inability to metabolize starches and sugars

properly.

Notwithstanding this early work, little came of these

ideas until 1926, when Albert Rowe published his first ob-

servations on elimination dieting, which he later amplified

in Clinical Allergy ( 1937)

.

It is now some fifty years since Rowe first used his elimi-

nation diets to prove that chronic ailments like migraine,

dyspepsia, eczema, and ulcerative colitis could be cleared up

by eliminating wheat, eggs, milk, and other common foods

from patients' diets. Rowe and others, notably Professor

S. C. Truelove of Oxford, have shown that the elimination

of milk and milk products can cure at least one case in five

of ulcerative colitis, a crippling disease of the large bowel

that can lead to cancer. Nevertheless, in some hospitals

ulcerative colitis is still being treated with bland diets based

on milk, with psychotherapy, steroid hormones, and, most

drastically, by surgical removal of the large bowel by colos-

tomy (construction of an artificial anus in the abdominal

wall). It is difficult for anyone who has not undergone a

colostomy, or had to live with someone w}io has, to imagine
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the situation in all its gruesome detail: the smell, the incon-

venience of having to change waste bags, the constant effort

to prevent inflammation of the skin around the stoma (the

opening in the abdominal wall through which the patient

now defecates), and finally the devastating effect it has on

the victim’s sex life, not to mention his or her general self-

confidence.

Rowe distinguished in his work between immediate and

delayed reactions to foods. He did not discover, however,

that what would ordinarily be a delayed reaction could be

converted to an immediate one for diagnostic purposes. A
regular food is eliminated from one patient’s diet for four

or five days and is then given to the patient again, on a test

basis. If allergy exists, the symptoms will return within a

matter of minutes, or perhaps an hour, in acute and easily

recognizable form. This procedure, established by Dr. Her-

bert Rinkel, made it possible for chronic, “masked” food

allergy to be easily identified and verified.

Immediate or acute allergy is recognized and accepted by

most people: the swelling of the lips after a mouthful of

lobster, for instance, or the red and smarting eyelids some

women suffer from when they use certain brands of mas-

cara. Although this type of allergy is common, it is actually

far less common than delayed, chronic, or, in Rinkel’s term,

“masked” allergy. In this type of allergy, the victim actually

feels better immediately after exposure
,
and symptoms con-

nected with the allergy may be delayed for as long as two

or three days. Not surprisingly, the food or substance re-

sponsible is rarely suspected; if it is a well-liked food, the

victim goes on eating it daily, in the mistaken belief that it
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must be good for him because he feels good when he eats it.

Rinkel stumbled on the diagnostic procedure for un-

masking hidden allergies quite accidentally, in the course of

experiments with his own diet designed to uncover a cure

for the chronic catarrh, fatigue, and headache that afflicted

him.

Rinkel was a large man, a former fullback, who had gone

into the First World War at the age of eighteen as a regi-

mental photographer. Though he was married and had a

son and no money by the time he came out of the army,

he refused to be deterred from going to medical school. For

the next four years he lived almost exclusively on eggs,

which his Kansas farmer father sent him a case at a time, to

help save money on his food.

During those four years he became progressively more

ill, with a continually running nose and many sore throats

and ear complications. By his own account, his catarrh was

exceptionally severe. When he had his hands in the sink

developing film, and did not want to interrupt what he was

doing, he would let his head drop between his outstretched

arms, and the ropes of mucus running from his nostrils

would join and touch the floor.

In spite of this disability, he graduated first in his class at

Northwestern University Medical School in Illinois, and

opened a practice in a large town fifty miles from Chicago.

Soon after he began practicing medicine, Rinkel read

Rowe's work and decided to experiment with his own diet,

to see if food allergy was to blame for his nasal symptoms.

One day he ate six eggs as quickly as possible, thinking

that if he was egg-sensitive he would get an acute reaction.

But nothing happened. On the contrary, he felt better than
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usual. It was not until four years later, when he had moved

to Oklahoma City and was studying allergy, that he tried

eliminating eggs, which he still liked and ate daily, to see if

that would stop his headaches, fatigue, and running nose.

This was the first time since he started medical school that

he had ever been without eggs, even for a day.

He found that after two or three days without eggs, he

felt better. On the fifth day he ate a piece of birthday cake

his wife had made him, not realizing there was egg in it.

Ten minutes later he collapsed on the floor in a dead faint

and did not come around for several minutes. Rinkel con-

cluded that he must have been acutely sensitive to some-

thing in the cake, so he asked his wife about the ingredi-

ents. She told him the cake contained, among other things,

three eggs.

He reasoned that his five days without eggs had made

him highly sensitive to them, so that even the small amount

in the slice of cake had caused an acute allergic reaction.

Working on this theory, he stayed off eggs for another five

days. On the fifth day he ate an egg and suffered an equally

acute reaction.

Rinkel then began checking patients at his allergy clinic

in Oklahoma City, taking them off certain foods com-

pletely and watching for acute reactions when he fed them

the food again after five to seven days. He thus worked out

a method of testing for masked food sensitivity, which he

wrote up and submitted to the Annals of Allergy. The arti-

cle was promptly rejected. Rinkel was so angry that he de-

cided he must work out his method to the very last detail

before again submitting an account of it for publication.

He worked on his theory for eight years, during which
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time he performed over twenty thousand individual food

tests on patients. In 1941 he presented his results before

the Southwest Allergy Forum, Fort Worth, Texas, and again

in 1944 at a meeting of the Doctors’ Diners Club in Okla-

homa City where he met Ted Randolph. The report was

subsequently published in 1944.4

Since the concept of masking is essential to the under-

standing of chronic allergic illness, it is well worth taking a

bit more time to make this extraordinary phenomenon

clear. Rinkel defined masking thus: "If one uses a food

every day or so, one may be allergic to it but never suspect

it as a cause of symptoms. It is common to feel better after

the meal at which the food is used than before mealtime.

This is called masked food allergy.” In other words, mask-

ing is the reduction or eradication of symptoms as a result

of eating, within a specified time period (generally up to

three days), the very food to which the patient originally

reacted. Rinkel did not know why the symptoms were

abated in this way. He simply observed that it happened.

Various modifications of Rinkel’s technique can be used

to unmask hidden food allergy. In my general practice I

used the following procedure. The patient is first ques-

tioned about symptoms and food habits. If the symptoms

fluctuate, and if they resemble those seen in food allergy,

regularly eaten, common foods are suspected and avoided

for four to five days. This is best done by fasting, but if the

patient cannot take time off from work, this fast can be

replaced by a diet of meat and water only. Allergy to plain

meat is very rare, because we have been well adapted to it

for so many millions of years. Water intake is encouraged.

On the first and second days, salts are taken in the water to



Finding the Guilty Food—Among Your Favorites

encourage bowel movement and rid the body of trouble-

causing foods still in the intestine.

If masked food allergy is the cause of the symptoms,

there will be great improvement by the fourth day. When
time allows, the fast is continued for one more day to sta-

bilize the patient in a symptom-free state.

Single feedings of each of the avoided foods are then

given. Those to which there is no susceptibility will cause

no reaction. Others will induce sharp reactions within min-

utes, or an hour or two at most.

The most striking thing about this unmasking of food

allergies is the satisfaction with which patients suddenly

recognize their old, familiar symptoms for what they are:

simple physical reactions to the food they have been eat-

ing. One intelligent woman who suffered from nasal allergy,

fatigue, and disabling mental depression remarked what a

wonderful relief it was to know that her tiredness and mis-

erable self-accusation could be switched off by avoiding eggs

and milk—and switched on again by eating them.

It is heartening to know the cause of an illness and be

able to do something about it, instead of wondering

whether you are a freak or going insane. To know, in fact,

that it is not all in your mind.

The next important contributor to the understanding of

food allergy is the late Dr. Arthur Coca, founder of the re-

spected American Journal of Immunology. He was profes-

sor of pharmacology at Cornell Medical Center until he

became medical director of the Lederle Company, which

later amalgamated with the Cyanamid Company of New
Jersey, both well-known U.S. pharmaceutical firms.
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While he was at Lederle, Coca noticed that his wife, who

had been in charge of the experimental animals at Cornell,

was not eating certain foods anymore, and he asked her

why. She said that when she ate these foods her pulse raced

unpleasantly—up to 160 beats per minute.

He confirmed these pulse changes in her and noted a

similar pulse acceleration on himself. From these observa-

tions, Coca developed the pulse acceleration test, a diag-

nostic procedure to test for food allergy. His first book on

the subject, Familial Nonreaginic Food-Allergy, was pub-

lished in 1942.

The pulse test is not entirely reliable, but I have found it

to be a helpful diagnostic aid when used in conjunction

with planned avoidance of specific foods. It has the merit

of great simplicity, and patients can be taught to use it

themselves in determining their own allergies.

Far and away the most influential man in researching the

subject of food and chemical allergy is Theron (Ted) Ran-

dolph, M.D., of Chicago, to whom I have dedicated this

book.

At one time an instructor in medicine at Northwestern

University, Randolph later practiced internal medicine,

with a special interest in allergy, in and around Chicago.

He knew Albert Rowe well and met Herbert Rinkel in

1944 at the meeting where Rinkel presented the results of

his work on masked food allergies. Randolph confirmed

Rinkel’s findings in his own practice.

Ted Randolph is tall and slightly stooped, thin-faced and

bespectacled. His aspect suggests a lanky, benevolent bird,

or that most endearing of American actors, James Stewart.
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I have never known a more single-minded man, nor a doc-

tor who took such immense trouble with his patients. His

fees are modest in relation to the time he spends, and he

never gives a patient up as hopeless. Not surprisingly, his

patients love him.

Randolph heard Selye present his new concept of the

general adaptation syndrome in 1944, at an allergy society

meeting, eight years after the famous letter appeared in

Nature. But it was not until 1954, ten years later, that Ran-

dolph realized that Selye's three stages of adaptation-

alarm (nonadapted and immediately reactive), resistance

(adapting), and exhaustion (again nonadapted)—explained

the phenomenon of masking which he, Rinkel, and allergist

Dr. Michael Zeller had written up together in their book

Food Allergy.

The best way to explain Randolph's application of

Selye's three stages of adaptation is in terms of addiction,

which I believe to be a form of allergy.

The addict goes through three distinct stages of adaptation

to his "poison," whether it be the whiskey of the alcoholic,

the bread or sugar of the carboholic (carbohydrate addict),

or the glue of the glue sniffer. Allergy rarely exists from

the beginning. Usually it arises as a result of repeated,

widely spaced doses of the potentially harmful substance.

Once allergy is established, each widely spaced contact

with the offending substance will give a sharp and immedi-

ately unpleasant reaction. This is stage one, the stage of

alarm, in which the person is nonadapted and reacts at

once. The whiskey drinker finds that he cannot drink with-

out feeling groggy and ill. The carbohydrate-sensitive per-

son experiences bloating and abdominal discomfort soon



NOT ALL IN YOUR MIND

after eating a slice of bread, and the glue sniffer gets a

nasty headache after each whiff. But this stage is short-

lived. If the potential addict increases the frequency of his

dose, taking it daily or more often, a change in the timing

of the reaction takes place: each oft-repeated dose is now

followed by a feeling of buoyant well-being rather than the

previous malaise. If the regular daily or twice-daily dose is

omitted for two or three days, however, the addict (for he

is now addicted) will, on resumption, experience again the

disabling, hangover-like symptoms that used to be his im-

mediate reaction. Naturally, he soon learns to resort more

and more frequently to the substance that seems to pick

him up and keep him feeling well as long as he consumes it

often enough. If he continues to take regular, frequent

doses, he will, depending on the strength of his adaptive

responses, be able to continue feeling alert and energetic

for months or years.

Clinical examples make this clearer. Take the alcohol

addict first. A girl was engaged to a man who enjoyed going

to pubs and drinking beer. They went together every week-

end, and she dutifully drank her beer, occasionally going

out to the ladies' room to vomit because she found it nause-

ated her. Gradually, because she was very fond of her boy-

friend, she began to drink beer with him more often, occa-

sionally meeting him at lunchtime to do so. Soon, to her

astonishment, the beer began to agree with her, and her

reputation as a hardheaded drinker grew, greatly pleasing

her fiance. How and why she became an alcoholic I shall

explain later.

Another example: the gasoline, glue, or paint sniffer.

While I was in general practice, I used to employ a painter,
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whom I will call Joe, to do decorating jobs in the evening.

Since he worked for a local firm of painters during the day,

he was never far from an open can of paint. Though he

seldom took a vacation, one year he decided to spend a

week in Brighton.

Soon after getting there, on about the second day of his

vacation, Joe began to feel a baffling inner tension and dis-

comfort and a craving for the smell of paint. Walking along

the shore one morning, waiting for the pubs to open, he

saw a painter working on the ironwork of the pier and im-

mediately struck up a conversation with him, gratefully

inhaling huge lungfuls of air heavy with paint fumes. He
felt better at once, and for the rest of the holiday spent

many hours with his new friend, breathing in the paint.

Joe’s behavior was quite automatic. He had no idea why

he was so glad to talk to the painter on the pier nor why it

made him feel better. He was, of course, feeding his addic-

tion in regular doses in order to keep himself alert, adapted,

and in Selye’s stage two.

Years later, as his powers of adaptation to paint fumes

tapered off and he moved into stage three, the stage of ex-

haustion, he found that paint no longer picked him up but

made him feel ill. He began to take more and more time off

from work, his standards fell, and he became slovenly and

careless, resorting more and more to beer to quiet his symp-

toms and keep him going. When I last saw him he was

heavily addicted to beer and working only intermittently.

The cure would have been to switch to a job involving no

contact with paint fumes and to stop drinking.

The beer-drinking girl followed a similar path. As she

strove to maintain the liveliness that came with every beer
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and to avoid the hangover symptoms that accompanied

abstinence, she became a compulsive drinker. When her

adaptation was exhausted, she entered stage three—she be-

came ill, with vomiting and headaches following every

drink. She had lost her tolerance for drink, as the experts in

alcoholism put it, for this is a well-known stage in the alco-

holic's progress to perdition. Fortunately, at this point she

sought medical help. The boyfriend who had started her on

beer, now her husband, proved most understanding. With

his help she was persuaded to enter a treatment unit for

alcoholics and eventually, by abstaining from beer and par-

ticipating in group therapy, she achieved contented sobriety

and became a pillar of the local Alcoholics Anonymous.

Eventually, in addiction, the adaptation to a specific

harmful substance (food, drink, or chemical) wears off, just

as it did for Selye's rats in the general adaptation syndrome.

The victim of the addiction has to resort to larger and more

frequent doses in order to remain out of the hangover zone,

which is entered more and more often and lasts longer and

longer as time goes on and the powers of adaptation begin

to run out. This is the beginning of stage three, the stage of

exhaustion. In most cases, this is regarded by doctor and

patient as the beginning of the illness. The alcoholic drinks

before breakfast to relieve the hangovers that make the

morning unbearable, while the tobacco addict chain-

smokes and hoards cigarettes “in case I run out" The food

addict has cookies or chocolate by his bedside to relieve the

sinking feeling he gets with the onset of a hangover from

sugar or starch withdrawal during the night.

In all cases, while the victim is still in stage two and re-

sorting ever more frequently to the addicting substance to
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keep feeling well, giving it up will put him back in the non-

adapted, immediately susceptible state of stage one, the

stage of alarm.

Hangover symptoms take four or five days to clear up

(and in the firmly addicted alcoholic they may take the

form of delirium tremens or convulsions). When the pa-

tient is feeling well again, reexposure to the “poison” will

bring on a sharp, immediately recognizable recurrence of

unpleasant symptoms—thus clearly establishing their cause.

Tobacco, dust, pollen, spores, hair, dander, and other

particles produce minor reactions; greater effects are seen

with foods, food-derived alcoholic drinks, drugs, odors,

fumes, and such chemical emanations as coal gas and gaso-

line-engine hydrocarbons.

In 400 b.c., Hippocrates recognized the addictive nature

of food allergy when he observed: “There are certain per-

sons who cannot readily change their diet with impunity;

and if they make any alteration in it for one day, or even for

a part of a day, are greatly injured thereby.”5

He was describing the hangover effects of withdrawal

from a frequently eaten food to which susceptibility exists.

The withdrawal effect—an accentuation of chronic reac-

tions when frequently eaten allergenic foods are suddenly

avoided—is a cardinal feature of adaptive illness. Under-

standing of it is vital.

The individual food ingestion test developed by Rinkel

was used on outpatients and did not involve starvation, but

only the complete elimination of a formerly regularly eaten

food to which the patient was suspected of having a masked

allergy. The suspected food was avoided until the patient's

absence of symptoms demonstrated that the effects of his
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last dose had worn off and he had fully recovered from all

withdrawal symptoms. Test reexposure to the suspected

food then induced an acute reaction in which cause and

effect were obvious. Thus the food allergy was unmasked.

Randolph refined Rinkel's technique by taking his pa-

tients into a special hospital ward, specially screened against

all possible allergens, and having them fast for five days on

nothing but spring water. He then tested them with foods

known not to have been either sprayed or processed with

chemicals. In this way he was able not only to increase the

sharpness of the test response, but also to distinguish be-

tween allergy to the foods themselves and allergy to the

chemical additives and contaminants.

Chemicals in the diet, which are eaten every day, are not

suspected of causing allergic illness even by those most

alarmed by their use. Poisoning, not allergy, is what is

feared. Randolph, however, in his book Human Ecology

and Susceptibility to the Chemical Environment
7
says that

he has found chemical additives and contaminants of air,

food, water, and chemically derived drugs to be a com-

moner cause of allergy and chronic illness than the more

generally recognized, naturally occurring physical and bio-

logical materials, such as unprocessed foods, animal prod-

ucts, and plants. He has demonstrated that one-third of his

patients have major allergies to new materials in the chemi-

cal environment. For another third, such allergies, while

not “major,” appear to be a significant contributing factor

to their problems. Randolph's demonstration of the role

these new allergens play in the production of the symptoms

now afflicting so many people in civilized countries is his

most important contribution to medicine.
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The following case, taken from his book on chemical

susceptibility, is a good illustration of his findings.

Mrs. N. R., housewife, age 31, was first seen because of re-

peated bouts of rhinitis, fatigue, headache, myalgia and low-

grade temperature elevations suggestive of influenza. She also

complained of being dopey, groggy, unable to read comprehend-

ingly or to think clearly. When these symptoms were intensi-

fied she was unusually depressed. At other times she was irri-

table, unsteady on her feet and frequently dropped things.

She was found to be highly sensitive to several common
foods. Although she profited by their avoidance, she remained

chronically sick. The fact that she was better during summer
months and on vacations when away from home—also the fact

that the symptoms recurred soon after she returned home—sug-

gested susceptibility to house dust or indoor chemical air pollu-

tion. Although she was found skin-test-sensitive to house dust

and knew that dust exposure accentuated her rhinitis, treat-

ment at various levels with house dust extract did not afford

satisfactory relief.

Her chronic symptoms during winter months were at least

50% improved following the simultaneous elimination of her

gas range, gas refrigerator and gas water heater from her

kitchen, and substitution of electrical equipment. . . .

With the control of indoor air pollution, the avoidance of

major chemically contaminated foods, and a few other specific

susceptibilities, this patient has remained well.6

The allergic effect of natural gas and gasoline fumes is

difficult to place in the frame of immunology, but it has

been pointed out by other allergists that certain highly

susceptible people are made ill by exposure to such sub-

stances—even in minute dosage. E. A. Brown in 1949 and

Brown and N. }. Colombo in 1954 reported on patients
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who developed bronchial spasms from the odors and fumes

of oibburning cooking stoves .

7

Keeping patients like Mrs. N. R. symptom-free may in-

volve such a vast restructuring of home, working condi-

tions, and eating habits that they will undertake it only

when they have been seriously ill for a long time and are at

last utterly convinced of the soundness of the ecological

approach. Over the last ten years, more than two thousand

of Randolph's patients in and around Chicago have been

sufficiently convinced to remove all gas-burning appliances

from their houses in order to remain well.

While he was working out his patients' reactions to in-

door and outdoor air pollution, Randolph was also estab-

lishing the importance of chemical additives and food con-

taminants in specific adaptive illness.

He worked out the following system for testing the effects

of such contaminants. First he gave his patients uncontami-

nated forms of all the foods they normally ate at least once

every three days. This was to establish that they were not

allergic to the foods themselves. Then, three times a day

for at least two days, he gave them test feedings of seldom-

eaten safe foods containing additives and/or contaminants.

He chose commercially marketed foods known to be con-

taminated with crop sprays and chemicals added in proc-

essing-pesticides, fungicides, sulfur dioxide and other

preservatives, artificial colorings, resins used in can linings,

and so on. The foods chosen were canned peaches, canned

dark-red cherries, canned salmon, canned tuna, frozen broc-

coli, frozen cauliflower, frozen spinach, raw apple, raw cel-

ery, and the outer leaves of lettuce. For each contaminated

food used, a pure equivalent was available to be used as a
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control. If a patient reacted to frozen broccoli spears but

was unaffected by those brought fresh from an organic

farm, then the chemical contaminants, not the broccoli

itself, were suspected.

He found that extremely susceptible patients showed

acute reactions following the first ingestion of a chemically

contaminated food (after the usual five-day avoidance),

but less susceptible patients needed two more days of cumu-

lative ingestion before they showed convincing symptoms

of reaction. Randolph emphasized that allergy to the foods

themselves and to their chemical contaminants can give rise

to identical symptoms, although those associated with the

latter tend to be more severe.

His discovery and clinical exploration of this aspect of

allergic disease led Randolph, in the early 1960s, to seek out

sources of unsprayed compost-grown food for his patients.

He finally found a farmer, west of Chicago, who could pro-

vide regular supplies of meat untreated with antibiotics and

fly sprays, and fruits and vegetables grown without chemical

fertilizers or pesticides. Randolph's work has given fresh

impetus to the "health food" movement and provides

medical backing for the growing demand for organically

grown, pesticide-free foods.
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4) The Doctor Turns Detective

In 1937, Albert Rowe said, "Allergy, next to infection, is

probably the most common cause of human symptomatol-

ogy/' Sir James Mackenzie (1853-1925), one of the great-

est clinicians of all time,* admitted toward the end of his

life that in three out of four cases he was unable to make a

diagnosis. Warning against the complexities brought about

by extensive specialization in medicine, Mackenzie wrote:

"For the intelligent practice of medicine and the under-

standing of disease, the simplification of medicine is neces-

sary. ... I hold the view that the phenomena which at

present are so difficult of comprehension on account of

their number and diversity, are all produced in a few simple

ways, and that with their recognition what is now so com-

* Mackenzie started out as a general practitioner in Burnley, Lanca-

shire, and later became a celebrated London heart specialist. His classical

book The Study of the Pulse (published in 1902) was based on original

observations he had made as a GP. Mackenzie invented the ink polygraph,

the forerunner of the modern electrocardiograph.
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plex and difficult will become simplified and easy to under-

stand/'

Doctors readily accept this idea of a single basic disease

process when dealing with infection. Why not also with

allergy and specific adaptation?

Infection with any germ may affect different parts of the

body in different ways. The pneumococcus microbe, for

example, will produce the clinical signs of pneumonia when

growing in the lungs and the symptoms of meningitis when

growing on the membranes of the brain. The important

thing is to make the diagnosis of pneumococcal infection

and to get after the germ with an antibiotic to which it will

respond.

So too with allergy. Though we may not yet know why

some people are more susceptible to allergy than others nor

why the allergic "target organ" is the gut in one patient and

the nervous system in another, it is enough to realize that a

set of symptoms may be allergic and to identify and remove

the allergic substance, or, if that is impossible, to strengthen

the patient's powers of adaptation to it.

I myself believe that specific adaptive disease is a wide-

spread cause of chronic ill health in many people and that

at least as much should be known about it as is known
about infection. It should be taught as a major subject to

medical students right at the beginning of their clinical ca-

reers, so that they will think of it as a possibility in every

patient they see. Dr. William W. Duke, another pioneer

American allergist, foresaw the significance of specific adap-

tive illness when he wrote in his book Allergy . . . ,
pub-

lished in 1925: "In specific hypersensitiveness, we have a

subject which deals with illnesses caused by inert matter.
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It is nevertheless as broad and may prove as important as

the illnesses caused by living matter, that is, bacteria.”

Wilder Penfield, the Canadian neurosurgeon and neuro-

physiologist, has shown that experimental irritation of

small, circumscribed areas on the surface of the brain will

evoke the same memories and emotional responses in the

same subject whenever the stimulus is applied at that par-

ticular spot. If an electrode carrying a weak electric current,

such as that used by Penfield, has this specific effect time

after time, then a localized allergic reaction, involving as it

does swelling, lack of oxygen, and chemical irritation, may

be expected to have a similar, repeatable effect whenever a

specific area of brain cells is involved.

Allergists know that every allergic person has his or her

special “target organs,” areas of the body that tend to be

involved in allergic reactions time after time. In one per-

son it will be a particular patch of skin, in another the

lining of the nose or gut, and in a third it will be an area of

brain tissue. If this piece of brain tissue happens to be in

the part of the brain responsible for muscular movement,

the manifestation of the allergy may be an epileptic seizure.

Randolph has a film of a wheat-sensitive patient who had

fits every time wheat was fed to her, while other foods, to

which she was not allergic, had no such effect. If the part

of the brain affected is one that controls certain behavior

patterns, then allergic irritation will produce recognizable

mental or behavioral changes—changes that may be re-

peated whenever that particular allergen is applied to that

particular person. All allergic people tend to show specific

responses to specific substances, rather than general re-

sponses to all allergens indiscriminately. This specificity—
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a particular response by a particular person to a particular

stress—is a fact of life, and the one thing above all others

that enables doctors to recognize, classify, and treat ill-

nesses.

The general tendency to become allergic or sensitized to

foreign substances is an inherited characteristic. If you have

allergic parents and grandparents, you will probably de-

velop some allergy yourself. But the kind of allergy and the

substance to which you are allergic will be peculiar to your-

self and will depend on several things. In food allergy it will

be influenced by the degree to which you are susceptible to

that food, by the amount you eat of the food in question

and how often you eat it, and by the power that the food

has to sensitize people in general.

Whether you actually develop symptoms when you eat

that food, and how bad the symptoms are, will depend on

the state of your adaptive defenses at the time. You are

more likely to react if you have been fighting off a cold and

have had an emotional struggle with a loved one than if you

are in robust health, happy, and settled.

The idea that emotional factors can influence allergy has

come to be widely accepted. But most people assume that

the emotion causes the allergy, whereas I believe that the

emotion causes only an exhaustion of protective hormones,

thus lowering the defenses against allergy to a substance

that otherwise might not cause much trouble.

Foster Kennedy, a Scottish neurologist who worked in

America and was interested in allergy and the nervous sys-

tem, taught that emotion could trigger off an allergic reac-

tion, but he never said, as some psychiatrists do, that one

caused the other. Kennedy drew an analogy between the
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allergic skin rash called urticaria, or hives (in which there is

a patch of swelling), and migraine, a violent headache, con-

fined to one side, in which there is swelling of blood vessels

at the temple and of the brain membranes nearby. He sug-

gested that local allergic swelling was the common factor

in the two illnesses. It is interesting that more and more

doctors are beginning to point to food allergy as a major

cause of migraine.

It is important to keep in mind that in specific adaptive

illnesses we are dealing with a reversible process with recog-

nizable stages, not an irreversible change demonstrable only

in the pathology laboratory or on the autopsy table. When
confronted with easily recognizable symptom complexes

like high blood pressure, duodenal ulcer, or asthma, all of

which may appear during the course of an allergic disease,

doctors will generally either accept the symptoms as aller-

gic, or label them with words like “functional/' “idio-

pathic," “psychosomatic," or “essential,"—mere cover-ups

for uncertainty. We must not allow such symptoms to

blind us to the underlying three-stage adaptive process that

may be going on. On the contrary, once we have ascer-

tained the sets of symptoms commonly associated with spe-

cific adaptive illness, we can see them as indications of this

underlying process.

A person with variable chronic symptoms, the causes of

which have never been found, is quite possibly a casualty of

the battle of specific adaptation. Evidence of more than

one symptom from the following list makes the diagnosis

probable. Five or more make it certain. Of course there are

other causes for these symptoms, such as infection or degen-

eration, which may coexist with allergy, but in every case
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where a specific adaptive process is going on, the identifica-

tion and elimination of causative physical materials is nec-

essary before complete relief of symptoms can be obtained.

The following six general symptoms are of particular im-

portance.

1. Persistent fatigue, not helped by rest.

2. Over- or underweight, or a history of fluctuating

weight.

3. Occasional pufflness of face, hands, abdomen, or

ankles.

4. Palpitations, particularly after food.

5. Excessive sweating, unrelated to exercise.

6. Fluctuating symptoms.

At least one of these symptoms is invariably present in

all patients with specific adaptive illness. In addition, one

or more of the following chronic local symptoms will be

present, depending on the part of the body involved in the

specific allergic reaction. (Other possible causes, such as

infection and injury, for the conditions listed must of

course be considered, since allergy is the great mimic in

medicine.

)

RESPIRATORY SYSTEM

Conjunctivitis Red eyes. The conjunctiva, or covering mem-
brane of the surface of the eye, is continuous with the

mucous membrane of the nose, via the lachrymal ducts.

Rhinitis Running or blocked nose, often referred to as catarrh.

Not the same as the common cold. May be perennial or

intermittent. Includes "hay fever/' which is neither a

fever nor often due to hay. Most doctors now call hay

fever allergic rhinitis.



The Doctor Turns Detective

Bronchitis The allergic element in this disease is not as well

recognized as the infective factor. Tobacco allergy is fre-

quently implicated; so is allergy to petrochemical fumes.

Asthma Sensitivities to foods and chemicals are as important

as those to inhalant allergens. Emotional factors can act

as a trigger by lowering general resistance particularly in

asthma because respiratory changes are particularly asso-

ciated with fear.

skin

Pruritus Itching, with or without an accompanying rash. Pru-

ritus is common around the anus and the genitals.

Eczema Particularly in infants and children. Milk and woolen

clothes are often to blame.

Urticaria (Hives) White, sometimes red, raised wheals on the

skin, usually itchy. Widely recognized as being allergic

in origin.

Dermatoses Various eruptions due to direct contact with irri-

tants like nickel and perfume, or to drugs taken orally

(e.g., aspirin, phenacetin, penicillin) and to their color-

ing and flavorings .

1

DIGESTIVE SYSTEM

Aphthous ulcers Mouth ulcers which appear inside the mouth
and on the tongue and can be painful and slow to heal.

Dyspepsia Including abdominal distress generally, particularly

flatulence, and “bloating.”

Peptic ulcer Including gastric and duodenal ulcer symptoms
(often without demonstrable ulcer crater on barium

X ray).

Regional ileitis
(
Crohn's disease) Inflammation and spasm of

the small intestine; ulceration around the anus.
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Constipation and diarrhea Usually allergic in origin when there

is no apparent cause.

Colitis Including mucous colitis and ulcerative colitis, the irri-

table colon syndrome, and colic.

CARDIOVASCULAR SYSTEM

Abnormal pulse rhythm Including unusually slow or unusually

rapid heartbeat (palpitations).

Anginal pain Pain in the left side of the chest without ischemic

heart disease.

High blood pressure Usually allergic in origin when there is no

arteriosclerosis or kidney disease.

Spasm of arteries in the extremities Leading to cramps, chil-

blains, and inability to exercise without pain. Allergic in

origin when there are no accompanying pathological

changes in the arteries.

Vasovagal attacks Periodic fainting fits and attacks of feeling

unwell all over and having to sit or lie down.

MUSCULOSKELETAL SYSTEM

Myalgia Aching muscles; also called fibrositis.

Arthralgia Aching joints.

Arthritis Swollen, painful joints, not infective rheumatoid or

degenerative arthritis (osteoarthritis).

CENTRAL NERVOUS SYSTEM

Headache Migraine, neuralgia, pins and needles, numbness.

Allergic in origin when there is no demonstrable cause.

Convulsions (fits) Allergic in origin when there is no demon-

strable cause.
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Tinnitus Ringing in the ears.

Vertigo Often accompanied by nausea of central origin.

GENITOURINARY SYSTEM

Frequent urination, often incorrectly called cystitis; va-

ginal discharge; some cases of impotence, frigidity, and in-

ability to conceive.

MIND AND EMOTIONS

Behavior problems “Dopey” feeling and inability to think

clearly; in children, alternating dullness and irritability

are common.

Neuroses Especially anxiety neurosis, panic attacks, and lack of

confidence and energy. Used to be called neurasthenia.

Hypomania and mania; depression Known to psychiatrists as

the affective psychoses (affect = mood), these often al-

ternate in the same patient.

Disorders of thought Including delusions and hallucinations

(some forms of schizophrenia).

ENDOCRINE SYSTEM

Hypo- and hyperthyroidism Under- and overactive thyroid

gland.

MENSTRUAL DISORDERS

Dysmenorrhea Painful menstruation.

Amenorrhea Failure to menstruate.

Menorrhagia Excessively heavy menstruation.

At first glance this list is a formidable hodgepodge of

seemingly unrelated conditions, many of which have other
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well-known causes. Any doctor could be forgiven for accus-

ing me of trying to cram the whole of medicine into my
specific adaptive framework. A closer look, however, shows

that the net has not been thrown too wide: it includes only

the clinical manifestations of allergy (swelling, leakage of

fluid, and chemical irritation by histamine) as they would

affect the three basic tissues of the body: the skin and ner-

vous system (ectoderm), the muscles, joints, and blood ves-

sels (mesoderm), and the gut, lungs, and mucous mem-
branes (endoderm).

An inherited allergic susceptibility will reveal itself in

these basic tissues in one or more of the following ways:

where the skin is susceptible, we find acne, dandruff, a

tendency to develop boils and athlete's foot, eczema,

psoriasis, contact dermatitis, drug rashes, heavy body odor,

and sweating.

Sensitivity of the nervous system may show up as neu-

ritic pain, tic douloureux
,
Bell's palsy, or any one of a whole

group of mental and neurological symptoms caused by

local swelling and irritation of cells in different parts of the

brain. There may also be a general feeling of fatigue, pos-

sibly produced by internal swelling of specific cells.

Where the blood vessels are susceptible, we find urticaria,

puffiness under the eyes, swollen ankles, alteration in blood

pressure, lumbago, sudden redness of one eye, and painful

periods. Certain types of dizziness may also occur, as in

Meniere's disease, resulting from spasm and swelling of

blood vessels in the organ of balance and in the area of the

brain responsible for the coordination of posture.

Muscle involvement shows itself as cramps and the aches

and pains commonly called muscular rheumatism or



The Doctor Turns Detective

fibrositis. When the joints are involved, pain and stiffness

occur. A person whose gut and mucous membranes are

susceptible may develop sties, mouth ulcers, coated tongue,

heavy breath, snoring, sneezing, frequent colds, postnasal

drip, asthma, or hay fever. Gastric and duodenal ulcer symp-

toms, colitis, diarrhea, constipation, and vaginal discharge

also fall into this category, as does the ubiquitous “cystitis”

of women, when it is not associated with infection.

Localized allergic reactions should not be seen in isola-

tion, for they penetrate and complicate other medical

problems. Abnormal susceptibility to virus and bacterial

infection, for instance, can frequently be ascribed to an

allergy that involves the affected tissues, making them more

than usually vulnerable to invasion by germs.

The germ theory of disease had an enormous impact on

medical science, but we must not think of germs alone as

the enemy. Germs need the right environment in which

to grow, and the tissues involved in allergic reactions make

ideal seedbeds for bacteria and viruses. Take, for example,

the asthmatic, whose illness is—at first, anyway—based

entirely on an allergic reaction, a failure to adapt to pollen

in the air or to the mites in bedding that have recently

been identified as a major cause of allergic asthma. The

membranes lining the tubes and air spaces in the asthmatic's

lungs become increasingly irritated, providing a perfect

breeding ground for the germs that cause bronchitis. Should

he be exposed to these germs, chances are the asthmatic

will also become a chronic bronchitic before long. If he is a

smoker who inhales, the chemical irritants in the tobacco

smoke will speed the disease process.

Or take the child with allergic infantile eczema, com-
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monly caused by a failure to adapt to cow's milk. His

eczema will gradually become infected through scratching,

and he may end up with impetigo, a streptococcal skin in-

fection, in addition to his eczema.

This allergy-based group of common infections includes

recurrent sties, sore throats, ear infections, and persistent

catarrh. (Remember Dr. Rinkel's story in Chapter 3.)

When the specific substances to which the patient is allergic

are identified and excluded in such cases, normal resistance

to infection is restored and the distressing recurrent bouts

of inflammation, previously treated with antibiotics, come

to an end. (Remember, too, that allergy to antibiotics can

often develop and make matters worse.) This approach,

which takes the allergic or adaptive factor into account,

enables the doctor to provide his patient with better treat-

ment.

Soon after I learned about food allergy and failure of

specific adaptation, I was able, while still a general prac-

titioner, to help clear up for good the constant sore throats,

tonsillitis, and ear infections that were keeping two children

out of school and making their lives a misery. Peter was six

and his sister Mary five, and they had both missed so

much school that their parents were in despair.

One day, on the umpteenth call to one of the children,

who was again running a temperature, I sat down with the

mother and made a careful inventory of Peter and Mary's

diet. The children usually started the day with a bowl of

cornflakes, followed by white toast and jam. For lunch,

they took sandwiches to school—when they were well

enough to go—and spent their pocket money on chocolate

bars. At midmorning they drank the third of a pint of
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milk the school provided. When they got home, about

4:30 p.m., their mother had a supper ready with some-

thing cooked—scrambled eggs or baked beans on toast-

after which they had bread and jam, cake, cookies, and

sometimes a banana or an orange. Store-bought orangeade

or lemonade was available, and at bedtime they had a

malted-milk drink and an apple.

I explained to the mother, who was a pleasant woman
and very fond of her children, that it was quite likely Peter

and Mary had become allergic to the items in this diet

made from refined starch and sugar, and possibly also to

eggs and cow's milk. I then designed a menu for them

which excluded these things altogether. It went something

like this:

Breakfast Broiled bacon, fried whole-grain bread; or broiled

herrings or grilled cheese on whole-grain bread, with

grilled tomatoes or fresh apple rings.

Midmorning Go without the school milk, but take homemade
lemonade, made from fresh lemons, and a banana or

two.

Lunch Eat the school lunch but not the dessert.

Supper Meat or fish, and two vegetables; lentils; nuts of all

kinds: Brazils, hazelnuts, almonds, or peanut butter

eaten with a spoon; fresh fruit when in season.

Bedtime Hot soup, homemade in a stockpot from the bones

and meat left over from the suppers.

No candy or chocolate of any kind; no sugared drinks or soda.

This was a simple, shot-in-the-dark elimination diet which

removed the five most likely food offenders from the
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children’s diet: refined starch (white flour), sugar, cow’s

milk, and eggs (and chicken, because allergy to chicken

often accompanies allergy to eggs ) . I took a calculated risk

in allowing cheese, but I stipulated that it should not be

given more often than once in three days.

At first it was difficult to persuade the children to stick

to this diet, but with a certain amount of bribery in the

form of treats and outings, and with full cooperation from

the school staff, they finally got used to it and even came

to prefer it to their old way of eating. The results from

the health point of view were most gratifying: fewer colds

and sore throats, better school attendance, and a pair of

much happier children, not to mention parents.

Of course Peter and Mary still occasionally caught colds

when colds were going around, but they developed fewer

complications and got over them more quickly. Neither

child had to have tonsils and adenoids out—an operation

their grandparents had been urging me to arrange.

Since these children were too young for food testing,

and the parents would have found it too difficult, I was

limited to trying a modified version of Albert Rowe’s pro-

cedure. The results were a complete justification of that

grand old man’s work.

An approach to illness that considers food and chemical

allergy as a factor, and failing adaptation to specific sub-

stances as a contributory cause, renders a better medical

service than the search for a single symptom or complex

of symptoms on which the whole illness can be blamed. It

is an approach well within the scope of the average general

practitioner and a rewarding addition to the kinds of sup-

port and treatment he is already able to offer.
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Forced to theorize on the basis of incomplete evidence

about the causes of their patients' illnesses, doctors fre-

quently apply impressive-sounding descriptive labels, to

make it seem as if basic disease processes are being named.

Since patients are gullible and in no position to argue with

the physician, they usually have to accept this kind of

"sucker diagnosis," as the late Dr. Blake Donaldson, New
York physician and allergist called it.

In his book Strong Medicine2 Donaldson gives a hair-

raising account of one such patient, who came to him be-

cause she felt "sick all over," had splitting headaches,

colicky abdominal pains, and a sense of utter exhaustion.

She had been thoroughly gone over by other physicians

and surgeons uninterested in allergy. Here are the "diag-

noses" that had been made and for which she had under-

gone treatment without benefit: duodenal ulcer, low blood

pressure, low blood sugar, calcium deficiency, vitamin de-

ficiency, slipped disk (for which she refused an operation),

fallen stomach, low thyroid, streptococcus infection, ane-

mia, and high cholesterol.

On a diet of fresh fat meat and water, which completely

eliminated the white flour to which Donaldson found her

to be sensitive, all her symptoms cleared up within a week

or two. Later he was able to expand her diet to include

baked potatoes and fresh fruit without bringing her illness

back.



5) A Close Look at a

“Hopeless” Case

It will be remembered that Joanna had been admitted for

the thirteenth time to Park Prewett Hospital after yet

another episode of self-injury, accompanied by depressive

withdrawal. Six months later she was transferred to the

Psychiatric Intensive Care Unit, where she was given the

benefit of every available treatment, including superior

nursing and ancillary care, as a last attempt at cure before

being considered for a lobotomy. After three weeks in

Intensive Care, during which she had not improved, she

was shown at the weekly clinical case conference, at which

the ten or eleven psychiatrists present agreed that psycho-

surgery offered the only hope of remission, and that the

three children should be placed in foster homes for their

own safety. Mine was the only dissenting voice. Her case

was so desperate, however, that I was allowed to take her

on for food testing even though most of the doctors were

highly skeptical of my approach. The general feeling seemed

to be, "IPs bound to fail, but at least it can't do any harm."
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Joanna had had a full physical examination recently, so

I did not repeat it, although normally I would give one to

a new patient in order to exclude any obvious physical

abnormality. Nor did I repeat the routine blood count and

biochemical tests that are part of the thorough going-over

given all patients taken into Intensive Care. Her tests had

all been normal.

She was considerably overweight: 19714 pounds, at a

height of 5 feet 6 inches. She stood or sat about, chain

smoking, looking hunched and dejected, scarcely speaking.

She had to be under constant observation because at any

moment she might run off, usually into the lavatory, and

slash her arms with any sharp object she could get hold of

—often a heavy glass ashtray, which she smashed on the

edge of the toilet bowl. The mess of blood and broken glass

after these episodes was considerable. Only a couple of

weeks before, on duty in the emergency room, I had had to

sew up one of these self-inflicted cuts, which was deep and

needed three or four sutures. Her forearms were covered

with scars. Joanna was always temporarily calmer right

after one of these assaults upon herself, which made the task

of sewing her up easier and showed that in some way the

injury relieved her inner tension—like the person who bangs

his head against the wall because it feels so good when he

stops.

At 5:00 p.m. on Monday, May 28, 1973, 1 started Joanna

on a five-day total fast, with nothing but plenty of water

to drink. Her drugs were gradually tapered off, a move that

caused consternation among the staff, who were accustomed

to keeping her in what amounted to a chemical straitjacket.

The variety and quantity of medication she was on were
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prodigious, even by psychiatric standards: 25 mg. of

imipramine (Tofranil) three times a day plus 50 mg. of

trimipramine (Surmontil) at night (these two are powerful

antidepressants), and 5 mg. of haloperidol (Serenace) three

times a day (haloperidol, a major tranquilizer chemically

related to the substance used to knock out wild animals

that have to be relocated, is the drug the Russians are said

to use on their political/psychiatric prisoners). She was

also given 100 mg. of orphenadrine (Disipal) three times

a day to counteract the haloperidol's side effects—muscular

rigidity, tremors, and excessive salivation. At night she got

10 mg. of nitrazepam (Mogadon), a sleeping pill, and she

was down for injections of 10 mg. of haloperidol and 10

mg. of procyclidine (Kemadrin) as necessary to control her

outbursts of slashing and running away. On top of all this,

she was getting a tablet of fenfluramine (Ponderax) twice

a day for her obesity, and a daily contraceptive pill

(Norinyl) lest she become pregnant—not that she had

much sex drive under all this medication and depression,

but the policy was “better safe than sorry/'

During this fast, I took a diet history from Joanna in

order to establish exactly what she had been eating and

drinking by choice. These diet histories nearly always reveal

addiction to certain foods in food allergy patients like

Joanna, and in her case there was obviously addictive coffee-

drinking.

Here is a typical day's menu for her:

830 a.m. Three mugs of instant coffee, with milk and plenty of

white sugar.

1 1 :00 a.m. One or two more mugs of coffee.
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12:30 p.m. (Husband comes home to lunch) Something hot:

ground meat or sausages or eggs and fried potatoes or

stew (with barley, oxtail, etc.); cheese and crackers;

orangeade and one or two mugs of coffee.

3:00 p.m. More sweet, milky coffee.

6:00 p.m. (Family’s main meal) Scrambled eggs on toast;

canned soup; bread and butter; cakes and cookies.

9:00 p.m. (TV snack) Sandwiches of cheese or fish paste; tea

with milk and sugar.

Midnight One mug of coffee with milk and sugar as above.

Between-meal snacks if hungry: yogurt or milk.

This is not what dieticians call a balanced diet. Joanna

seldom ate fruit or fresh vegetables, and she could have done

with a decent breakfast, but, as with all food addicts,

abstention from her addictant (sweet coffee) during the

hours of sleep stimulated her craving. By morning she was

dying for a mug of coffee, which picked her up temporarily

and got her going for the day, just as the tobacco addict's

first cigarette in the morning is the only thing that can

make him feel "normal."

Joanna stuck to her fast, and once out of the hangover

phase, which lasted two days, she began to look and feel

progressively better. The ward staff remarked on the im-

provement in her appearance, mood, and behavior. Now
that she was in a more lucid and cooperative state, I was

able to get a more detailed history from her, which strongly

confirmed the diagnosis of food and chemical allergy.

For brevity, I will summarize her allergic history in a list
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of signs and symptoms, in the order in which she gave

them to me:

1. Overweight. She had been slim until the age of twenty,

after which her weight varied between 138 and 212

pounds. On the day I saw her, she had lost about

7 pounds on her total fast and weighed 190 pounds.

2. For years, her nose had itched, her eyes had watered,

and she had sneezed repeatedly whenever she put on

powder or eye shadow.

3. Most nights she had bouts of wheezing in bed.

4. She smoked addictively—forty to sixty cigarettes a day.

5. Baby Cham, a mildly alcoholic, carbonated drink

made from pears, made her giddy and happy after

four small glasses. This lasted about an hour, after

which she would get depressed.

6. She suffered occasionally from palpitations, or what

doctors call tachycardia—a rapid beating of the heart,

of which the patient is uncomfortably aware.

7. Occasional constipation.

8. Night cramps.

9. Heavy, drenching sweats (hyperidrosis), not related

to exercise.

By May 31, 1973, the third day of her fast, she said she

felt much better and “more in touch”; she looked more

lively, stood up straighter, and could smile. The next day

she was shown to the weekly ward meeting in the Intensive

Care Unit, and she managed to sit at the table and give a

good account of herself. Previously she either would not

attend these meetings or sat slumped and silent until she

could get away. The next day, Saturday, June 2, her fast

was broken with an individual food ingestion test of braised
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steak, to which there was no adverse reaction. Thereafter

she test-fed four single foods per day, at the ordinary meal-

times, and nurses recorded her pulse before and after (see

discussion of Coca's pulse test, page 54)

.

Green beans and plain boiled rice produced no reaction,

but bacon for breakfast on the second day of test feeding,

Sunday, June 3, was followed by a drop in her pulse rate

from 100 per minute, just before the test feed, to 76,

ninety minutes later. A drop of 20 or more is as significant

as a rise, and should alert the staff to the possibility that a

major reaction is to be expected. In fact, Joanna soon went

into depression that lasted several hours.

For supper that same day, after the depression had lifted,

we tested eggs—two boiled eggs—and a really severe reaction

followed, requiring constant nursing observation and in-

jection of 10 mg. of haloperidol to keep Joanna from run-

ning off and injuring herself. The change in her appearance

was striking: she went right back to her hunched, downcast

posture and was able to talk about herself with difficulty

and in monosyllables. As she came out of the extreme

depression, she began to wheeze and described a feeling of

constriction in her chest and a sensation of being “screwed

up inside." By the next morning she was better, and the

pineapple juice, turkey, and carrots she had for breakfast,

lunch, and tea, separately and in that order, had no ill

effects. By suppertime, she was normally cheerful and alert.

For her test at supper she had canned tongue; she quickly

became tense and agitated and tried to steal food. The

agitation soon gave way to depression, which lasted until

she went to bed, feeling very tired.

Testing went on like this for two weeks, until we had
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established a fairly wide range of foods that caused no

adverse reaction and seven foods that brought her illness

back in acute form within an hour. These seven were

bacon, eggs, oatmeal, veal, tongue, instant coffee, and

chocolate. On Wednesday, June 20, after she had been on

her safe, compatible diet for two days, Joanna was again

presented at the weekly case conference. She performed

very well, chatting happily to everyone, sitting relaxed and

attentive, answering the doctors' questions readily and to

the point. The medical staff was impressed and urged me
to proceed to the next step, which was to place in random

order five “safe” and five “unsafe” foods and give them to

Joanna, one per day, down a stomach tube from syringes

masked with paper. By this time she had been off all

regular medication for two weeks, getting only an occasional

injection of haloperidol (Haldol) or diazepam (Valium)

to control her in a severe reaction.

At this point, it may be helpful to look at the pattern

of Joanna's reaction to a test feeding with a food to which

she had a masked allergy. Definite stages in a reaction were

apparent and became recognizable to Joanna herself, as

well as to the nurses whose job it was to note and evaluate

her reactions.

Let us take coffee as an example: for about thirty minutes

after drinking it she was stimulated and alert, in high spirits,

with a tendency to burst into song and sometimes to dance.

This good feeling gradually merged into keyed-up irritabil-

ity, tension, and apprehension. Gradually she became

more withdrawn, feeling that she must get away and injure

herself. If frustrated in an attempt to slash her arms or
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escape, she would become tired and depressed, sometimes

weeping a little. Mental confusion prevented any real com-

munication at this stage, during which she would usually

retire to bed, her limbs and back aching. On waking after an

hour or two of sleep, she would sometimes have a wheezy

chest and would always feel tired and dispirited. Actually

slashing her arms would make her feel temporarily better

and more relaxed, but the whole cycle would still have to

be gone through until she emerged, four or five hours later,

feeling more or less normal, though battered.

The whole reaction, from start to finish (i.e., from the

time she ate the unsafe food until the reaction abated),

would, if untreated, last from six to twenty-four hours,

depending on how allergic she was to the particular food,

her powers of resistance and general health at the time,

and the amount she had eaten. Randolph found that bi-

carbonate of soda, either taken as a solution in water or

injected intravenously, will lessen the signs and symptoms

of a reaction, and he has used this method to speed up the

work on patients being tested in his office in Chicago. I

have tried giving patients bicarbonate solution under these

circumstances, but in Joanna's case it was difficult to per-

suade her to drink it—such was her negativism at these

times. Patients who do take it find that it not only relieves

their symptoms, but also flushes out any offending food

that might still be in the intestines, thus helping to cut

short the reaction. Why an alkali given in this way should

relieve symptoms generally, as well as acting in its time-

honored way as a purgative, is a bit of a mystery. Some years

ago, an American surgeon named Harry G. Clarke, who
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was interested in food allergy, suggested an explanation and

published it, with Randolph, in an article entitled "Sodium

Bicarbonate in the Treatment of Allergic Conditions/' 1

What he said, in essence, was that in an allergic reaction

such as I have described, the local swelling in the target

organ tends to reduce the supply of oxygen to the tissues

involved. This leads to a local buildup of acid, which can

cause the normally alkaline pH of the blood and tissue

fluids to shift slightly to the acid side (i.e., toward 7.0,

which represents neutrality). This slight shift of pH is

what makes the patient feel unwell. Taking an alkali like

bicarbonate of soda, either intravenously or orally, brings

the pH back to 7.4 and sets things right. This phenomenon

may help to explain the booming sales of commercial ant-

acids as well as the popularity of cigarette smoking, for

cigarette smoke is strongly alkaline and can help to relieve

allergic reactions. Doubters can moisten a piece of red

litmus paper in distilled water and hold it in the smoke

curling up from a lighted cigarette. The litmus paper will

turn blue at once. I once asked a friend of mine who worked

in an advertising agency to chart for me the sales of ciga-

rettes and antacids since the Second World War: the two

lines on the graph went steadily up, year by year, in parallel.

All this is speculative, but it is possible that Clarke may
have been onto something important.

Now to get back to Joanna's case.

Mrs. Slade, the hospital dietician, placed ten foods in

random order—five safe and five unsafe, according to the

open test feeding just completed. Codfish, turkey, cheese,

milk, and oranges were chosen for the safe foods, and
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coffee, eggs, oatmeal, veal, and bacon for the unsafe, or

allergenic, ones. They were emulsified with plain water

in a blender and drawn up into 50 ml. syringes, which were

covered with opaque paper and marked with a code letter.

Only Mrs. Slade knew the code.

At 5:00 p.m. on Monday, June 25, 1973, the first tube

feeding was given and there were no adverse reactions after-

ward. On breaking the code later, at the end of the tests,

this first feeding turned out to be milk—a food to which

Joanna had shown no reaction previously. Observations of

her reactions were recorded in two ways: by two nurses,

independently of one another, on the objective rating form

reproduced on the following page, and by Joanna herself on

the subjective rating form, which recorded her own assess-

ment of how she felt before and after the feeding. (These

forms were prepared especially to cover the particular signs

and symptoms Joanna had suffered in the past.) The forms

were not read immediately, but were put in sealed envelopes

for analysis when the syringes were decoded, after all the

tests had been done.

Joanna was given one tube feeding per day for ten days.

The feedings were always given in the late afternoon, so

that, should she have a bad reaction, she would have the

whole night to recover. For the rest of the day, at breakfast,

lunch, and suppertime, she was allowed to eat one or two

foods per meal, foods to which she had shown no adverse

reaction previously. (Note that in our hospital all these

meals arrive earlier than they would outside: breakfast

before 8:00 a.m., lunch at midday, and supper at 5:00 p.m.)

On the second day of tube feeding, shortly before the
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PSYCHIATRIC INTENSIVE CARE UNIT
Objective rating of reactions

to test feedings

Date

Test code.

Observer.

0 = none 1 = mild 2 = moderate 3 = severe

Signs and symptoms

10

minutes

before

test

food

given

minutes

after

test hours

10 20 1 2 3 4

Appears anxious

Sweating

Hot and cold

flashes

Tremors

Appears depressed

Expresses guilt

Restless

Attempts to

run away

Expresses desire to

slash herself

Poor concentration

Cheerful

Wheezing

Pulse rate

Any other symptoms

Form used by Joanna’s nurses.

test feed was due, Joanna felt hungry and sneaked a bar of

chocolate at about 4:00 p.m. Within five minutes she be-

came excited and overactive; later she started hitting people
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PSYCHIATRIC INTENSIVE CARE UNIT
Subjective rating of reactions

to test feedings

(On this occasion she became too disturbed

to complete scoring the form.)

Date

Test code.

Observer.

0 = none 1 = mild 2 = moderate 3 = severe

Signs and symptoms

10

minutes

before

test

food

given

minutes

after

test hours

10 20 1 2 3 4

Apprehension

Feelings of panic

Sweating

Feels hot or cold

Shivering

Sadness

Guilt

Feeling restless

Desire to run away

Impulse to slash

Headache

Bloated feeling

Tight chest

Difficulty in

concentrating

Feeling good

Any other symptoms

Form used by Joanna. She was not always able to fill this in.
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indiscriminately, and within an hour began to feel tired

and depressed. We omitted the tube feeding that day and

let her sleep the reaction off. Next day the tube feeding

was moved up to 4:00 p.m. to avoid letting her get too

hungry, and there was no more illicit eating.

The testing continued until she had taken all ten foods;

then we broke the code and analyzed the observation forms.

The results—to my relief, because if they had gone wrong

I would have looked like an awful fool—were entirely con-

sistent with the results obtained by open test feeding.

Everyone was delighted. Next day we let Joanna go home,

on no drugs and with a menu of safe foods for the next

week.

Here are the final results of the tube feeding:

Date fed Code letter Food Reactions (graded 0 to 3)

6/25/73 A Milk 0

6/26/73 sneaked Chocolate 1 to 3

6/27/73 B Orange 0

6/28/73 C Bacon 1 to 3 (particularly bad)

6/29/73 D Codfish 0

6/30/73 E Coffee 1 to 3 (bad)

7/1/73 F Egg 1 to 3

7/2/73 G Oatmeal 1 to 2

7/3/73 H Veal 1 to 3

7/4/73 I Cheese 0 to 2 (thought to be an

extension of the

cumulative reaction to

the previous four bad

foods, which hap-

pened to come in suc-

cession)
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Finally, on July 5, 1973, when she was feeling fine, we did

a tube test with plain water to see if there would be any

“psychological” or suggestive effect. The reaction was

entirely negative.

The menu I gave Joanna to take home was varied and

somewhat flexible, in that I allowed between-meal snacks

of specified foods and gave her alternative choices if an

item on the menu happened to be unavailable or too ex-

pensive. The plan was for her to work through the whole

menu in a week and then go back to the beginning and

start again. If she broke the diet and ate a forbidden item

(a list of forbidden foods was given to her, to her husband,

and to her general practitioner, who by this time was

well in the picture), she was to take nothing but plain

water until she felt normal again.

This rotating, compatible diet was as follows. It will be

seen that it is not unduly dull or restrictive.*

The cost of some of the items in this menu proved a

problem, but Joanna and her husband showed considerable

ingenuity in finding and test-feeding cheaper substitutes.

At first I called regularly at the house to go over the menu
with them and to advise on any difficulties that arose.

Joanna found a job almost at once and has kept it ever

since, except for two short breaks when she had to be

hospitalized for stabilization after breaking her diet. Her

GP has gradually taken over her management, and after

* A person with an allergic constitution or inheritance can create new
allergies by eating the same compatible food too often. So in Joanna's

menu, given below, I attempted to vary her foods from day to day so that

she was not eating the same thing too often. Many people follow a very

monotonous, repetitive menu out of habit, and thus run the risk of creat-

ing food allergies in themselves.
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Breakfast Lunch Tea Supper Snacks

Monday Orange

juice

(fresh)

Lamb chops

and peas

Black

tea

Beef

hamburger

and

tomatoes

Banana

Tuesday Toast and

butter

Chicken and

green beans

Glass

of milk

Corn on

the cob

Celery

stalks

Wednesday Pineapple Beef sausages Half Avocado

and butter pint of with oil

beans Guinness and

vinegar

Cheddai

cheese

Thursday Haifa

grapefruit

Lamb and

green beans

Half

pint of

cider

Sardines Pears

Friday Lemon juice

and water

Cold lamb

and green

peppers

Beef

broth

Welsh

rarebit

Peaches

Saturday Toast and

butter

Roast turkey Milk

and potatoes

Rabbit

and peas

Apples

Sunday Cornflakes

with milk

Cold turkey

and lettuce

Half

pint

Poached

fish

Cheshir<

cheese

light

ale

For substitution—any of these: Brussels sprouts, parsnips, chicory,

cherries, strawberries, raspberries, spinach, venison, tripe, shrimps,

cod’s roe, rice.

Forbidden foods—not to be eaten under any circumstances: Pork

in any form (e.g., bacon, ham, sausages), eggs, oatmeal, or any-

thing made with oats, veal, tongue, coffee, chocolate, canned

food of any kind. (Later tea was added to this list, because it

began to upset her.)
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she had been home for three months, he sent me the report

on her quoted in Chapter 1.

The fact that allergy to certain foods has been shown to

give rise to certain behavior patterns in a patient like

Joanna does not mean that she may not also have an

attention-seeking streak in her personality. Such a person

may be expected to use her knowledge of the bad effects

of certain foods upon herself to gain unconsciously desired

ends, particularly when frustrated or angry with others in

the ordinary course of living. Psychotherapy can help over-

come this.



6) “But I Like It
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The most commonly asked question about food allergy and

specific adaptation is: "How can people be allergic to

ordinary foods, like bread and potatoes, which they like

and eat every day without trouble?”

In ordinary food allergy, the allergic person knows what

affects him badly, avoids it if possible, and is incapacitated

immediately if he accidentally eats it. In masked food

allergy, on the other hand, the victim feels better after a

meal containing his allergen—provided he eats the offend-

ing food often, at least once a day, preferably at every meal.

The hangover that develops when the regular dose of a

specifically sensitizing food or chemical is missed will last

from one to three days, gradually lessening in severity until

the victim emerges feeling well. At any time during those

three days, the victim can terminate the hangover by taking

another dose of the allergen, and most people with this

illness learn to keep a supply on hand—chocolate in the

bedside table, for instance, or an emergency store of ciga-
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rettes. We all know cigarette addicts who give up smoking

for a day or two and feel so awful that they have to start

again. The blessed relief of tension and malaise following

the first drag is wonderful to behold, and certainly has more

to do with allergy than with alkali in the smoke.

Masking in food allergy means reduction or abolition of

allergic symptoms—headache, depression, catarrh, what-

ever—by eating a specific food during the period in which

a person is reacting to a previous feeding of the food to

which he has a masked allergy. A reaction in this case

means an altered response, a response not experienced by

nonallergic people. It has two phases—a pickup or lift,

followed by a hangover. The whole process takes up to

three days. The symptoms in the hangover when a person

is in the adapting stage two (stage of resistance) are the

same as the symptoms which come on immediately on

exposure when one is in stage one (alarm) or stage three

(exhaustion). In stage two, however, repeated exposures

mask the hangover symptoms by keeping one picked up. One
eats or drinks addictively to keep hangover symptoms away.

Many years ago, before I cut eggs out of my diet, I had,

like Dr. Rinkel, a masked allergy to them. I used to eat

them often, and I noticed, when I was a student and doing

my own cooking, that I could work particularly well after

I had eaten an omelet. Next morning, after an evening

at the textbooks, I would wake depressed, with a headache

that lasted until I had eaten two boiled eggs for breakfast.

Then I felt fine until the afternoon, when, unless I had

eaten eggs for lunch, I would fall asleep during lectures.

None of this meant anything significant to me while it was

happening. Allergy to eggs was the last thing I suspected.
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I tried to prevent sleeping during lectures by drinking strong

coffee after lunch, which I found only partially successful.

I now find myself allergic to coffee, so I avoid it also.

These are the effects of food allergy as it most commonly

exists, and they are the reverse of the popular conception of

allergic reactions. Instead of feeling bad at once, the patient

feels better and naturally thinks the food agrees with him.

Unpleasant symptoms connected with masked allergy only

appear later, if more of the food is not eaten, and the hang-

over phase is entered.

Some years ago, a psychiatrist friend of mine heard me
lecture on this subject and realized that he must have a

masked allergy to bacon, which he liked very much and

always ate for breakfast. For some time, my friend had

noticed that he got more and more tired during his after-

noon clinics. His fatigue became so disabling that he had

to cancel some of his appointments and go to sleep on the

couch in his consulting room. After hearing me talk about

masked allergy, he told me about his sleepiness, and I sug-

gested that he omit bacon and all pork products from his

diet. The sequel was quite funny.

Very soon after he stopped eating bacon and pork, his

former energy and zest for work returned. He was so

pleased that he told his colleagues about what had hap-

pened. They laughed and said he was imagining things,

but just to be sure, they decided to test the idea. One of

the doctors persuaded the cook in the hospital commissary

to slip some chopped bacon into a steak pie, which was

served to my friend for lunch. After only a few mouthfuls

he fell fast asleep at the table, like the Dormouse at the

Mad Hatter's tea party! The doctors who were in on the
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experiment were impressed, and some of them even ad-

mitted that there might be something to masked food

allergy after all.

Masking is characteristic of stage two of the specific

adaptation syndrome, when the subject is adapting well

and his defensive glands and their hormones are in good

working order. But, as in Selye’s general adaptation syn-

drome, the stages of specific adaptation are a continuum,

ending with stage three, toward which the victim is moving

inexorably. As stage three is entered, there is total ex-

haustion of the hormonal and enzyme resources needed to

remain normal in the face of the stress exerted by a par-

ticular allergenic food. Now every meal brings not a

temporary pickup, but a devastating onset of symptoms.

A diagram showing Selye’s three stages of adaptation to a

stressor (in this case an allergenic food) will help to make

this clear.

Stage one Stage two Stage three

g- Hyperreactive and Resisting and adapting Exhausted and

-a nonadapted (until adaptation begins again nonadapted

to taper off, toward the
vJ

Cl end of this stage)

Single exposure Repeated exposure
41 _ • ••••••#«.

Line of 9/ 1

normality 9y
r

i

>
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1 \®
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i \®c
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i

all the time
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In the transition period between stages two and three,

ever more frequent and larger doses are needed to produce

the same level of alertness, which passes more and more

rapidly into deeper and more lingering hangovers, so that

the victim comes to spend a greater part of each day feeling

rotten. This can be shown in the following diagram, which

I owe to Dr. Randolph:

Exposure to

allergenic food Line of normality

imergence

from reaction

(A) Tired, ab-

sentminded,

sniffly, itchy,

queasy

(B) Mentally fa-

tigued, achy, puffy,

wheezy, may have

rashes

(C) Confused, dopey,

morose, withdrawn, or

panicky

(D) Depressed, disoriented,

amnesic, or stuporous

Hangovers

3456789 10

Time scale in hours (reaction may last much longer)

The ten-hour time scale shown here is arbitrary, as the

duration of reaction varies from person to person and from

food to food. As a general rule, it may be said that three

days is the longest a reaction will last, and that, as adapta-

tion fails, the pickups grow shorter and the hangovers

longer. This is to be expected if Selye and Randolph are

right in supposing that the alert state results from the re-
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lease of stimulating, adaptive adrenal hormones. As fatigue

or the wearing out of the adrenal responses makes these

hormones less available, hangovers begin to predominate.

It is significant, in this connection, that children and

adolescents afflicted with specific adaptive illness show

mainly the overactive, stimulated side of the reaction—

presumably because their hormonal adaptive responses are

more vigorous than those of older people, in whom the

picture of failing adaptation is more depressive, dopey,

and withdrawn.

Early in the illness, pickups may go only to level 2

before moving across to level B on the hangover side.

Later, as adaptation fails, pickups may go to levels 3

or 4, and the victim may experience really severe hang-

over symptoms in the corresponding levels C and D.

Before she was treated by elimination dieting, Joanna

had come to exist mainly at level 2-B (see diagram), oc-

casionally dipping into 3-C and 4-D, at which times hos-

pitalization and massive sedation were required. Because

she was so allergic to coffee, and drank it so often and in

such large quantities, her adaptive resources were working

without a letup, taking her from keyed-up nervousness,

irritability, and panic (eased by slashing) through suicidal

depression, dopey confusion, wheezing, and brain fatigue,

and back again to panic and nervousness. Even during the

early years of her illness, she rarely came out of a reaction

feeling normal.

When a victim is young, in the early stages of this illness

and adapting fairly well, the alert state can be maintained

during the day by regular mealtime consumption of the

allergen at four-hour intervals. Hangover symptoms will
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come on only in the early hours of the morning, when the

masking effect has had time to wear off. The victim will

wake at around 5:00 a.m. with a headache, feeling de-

pressed. A bedside snack of the food involved is more effec-

tive than a sleeping pill against this type of insomnia.

Here's a case that illustrates the drift into the hangover

zone and the deepening of the reactions in a person heavily

and regularly exposed to allergens.

The patient, a pleasant, unmarried woman of thirty-six,

first came to my office to ask for a prescription for eight

bottles of a nasal decongestant. She said she had developed

a blocked nose five years earlier, and now she needed eight

bottles every two weeks to shrink her mucous membranes

and keep her nasal passages clear.

I supplied her with this medicine for some time, and then

suggested that she be skin-tested for allergens to see if we

could desensitize her.

Skin tests showed she was highly allergic to dust and

molds, but after I had given her only the first few desensitiz-

ing injections, she moved back to her hometown, where for

some reason she failed to complete the course of injections.

When she returned to London two years later, she came

to see me again, saying that now her nasal symptoms were

much less troublesome, but she had begun to suffer from

lack of confidence, inability to concentrate, and sudden

attacks of irrational panic.

She sent for me or my assistant urgently on several oc-

casions because of acute panic and inability to leave the

house. My colleague was convinced she was suffering from

hysteria.

In my opinion, she was not hysterical but a most intel-
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ligent and cooperative patient suffering from masked allergy.

I persuaded her to let me determine what her allergies were

by a modification of Rinkel's and Randolph's methods.

Let us recall the levels of specific allergic reaction during

failing adaptation:

Normality

(A )
Tired, absentminded, sniffly, itchy, queasy

® (B) Mentally fatigued, achy, puffy, wheezy, may have

B Sa rashes
CX G

q ^ (C) Confused, dopey, morose, withdrawn, or panicky

(D
)

Depressed, disoriented, amnesic, or stuporous

I judged my patient to have been living at level A most

of the time when I first saw her, and now to be at level C.

She was approaching stage three, her specific adaptive

energy almost exhausted.

The major offenders turned out to be wheat, Indian tea,

house dust, and molds.

Elimination of Indian tea and all cereal foods quickly

brought her up to level A. Confusion and panic disap-

peared, and she was able to go back to work, though

handicapped by a return of her nasal congestion. A full

course of hyposensitization with mold and dust vaccine

cleared her nose, and she is now well.

During her individual food ingestion tests, after a five-day

fast had brought her back to the hyperreactive, nonadapted

state of stage one, single feedings of white bread and Indian

tea brought on her old symptoms in acute, easily recogniz-

able form. She was able to observe herself going quickly

through the stages of her illness: stimulation, anxiety,
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agitation, and panic, moving over into depression and

dopiness, and finally emerging via mental fatigue and lack

of confidence to the nasal stuffiness for which she had first

consulted me. This had never left her, because it was due

to dusts and molds, not food allergy.

Food sensitivity usually goes along with specific sensitiv-

ity to other allergens like house dust, molds, pollens,

tobacco, paint, and hydrocarbon emissions. The clinical

effects of these sensitivities overlap and reinforce each other.

A patient of mine who is very sensitive to the fumes of

indoor gas heaters and is also addicted to cigarettes finds

that she is driven to smoke more if she has spent time in a

room heated by unvented gas. At such times she also craves

alcohol.

A pertinent question at this stage is: What drives the

allergic person who is adapting to specific substances to go

after these substances in a compulsive way? Isn't he or she

simply weak-willed? Having talked to many of these pa-

tients, and having suffered from specific adaptive illness

myself, I know that this is not so. Specific allergic adapta-

tion to foods and chemicals is an addiction as devastating as

addiction to tobacco or drugs. In my opinion, only heroin

or morphine addiction is more potent and destructive than

severe food addiction, which I would put on a par with

alcoholism.

An allergic patient experiencing a reaction feels very

much below par and may have symptoms like mental

fatigue and inability to think clearly, which seriously inter-

fere with performance and judgment. A disabling bone

tiredness is also common. The victims may suffer various

local allergic symptoms as well, such as skin irritation,
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abdominal pains, and headache. The symptoms are gen-

erally accompanied by a strong craving for something to

eat, drink, or smoke that will put an end to the baffling

sense of inner tension and unease.

All this may sound quite artificial and unreal to a non-

allergic person. To anyone who has experienced this illness,

however, it will be all too familiar.
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7) Explaining the Stone Age Diet

Over the last fifteen years, during the time that I have

been interested in the field of clinical ecology, I have met

many doctors whose work confirms much of what I have

written in this book.

I became involved in clinical ecology through an interest

in obesity, so I will mention first those doctors who treated

overweight patients with precereal Stone Age-type diets

similar to the one I advocated in Eat Fat and Grow Slim.

All of them found, as I had, that the avoidance of starches

and sugars cured not only corpulence, but also a wide

variety of chronic ailments that had no apparent con-

nection with obesity. I classify these four doctors, whom I

met in America and Canada in 1958, as anticereal doctors

using a simple form of elimination dieting.

Dr. Ray Lawson was a surgeon at one of the biggest

hospitals in Montreal and surgical consultant to the Cana-

dian Arctic Medical Service. Some of his Eskimo patients

in the Far North were still eating their old high-fat, high-
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protein, noncereal diet, which seemed to him to keep them

remarkably fit and give them great powers of endurance.

Dr. Lawson decided to try to lose some unnecessary weight

by following an Eskimo diet himself, an enterprise in

which he was completely successful. Just before I visited

him, he had confounded his personal physician by curing

himself of an attack of jaundice. His doctor had been treat-

ing him with orthodox methods, including a no-fat diet,

without much success. Dr. Lawson switched to large doses

of heavy cream and promptly got well. An article about

him and his high-fat diet was published in the popular

Canadian magazine MacLeans and caused quite a stir.

After seeing Dr. Lawson I visited the late Dr. Alfred

Pennington of Delaware, New Jersey, consultant physician

to Du Pont, the vast chemical company.

Soon after he joined Du Pont, he was asked to develop

a reducing plan for overweight executives. He told me that

most of them had high blood pressure and were potential

stroke and heart-attack victims.

After going through the literature on obesity and working

with Dr. Blake Donaldson, Pennington concluded that

obesity in some people is caused by an inability to use car-

bohydrates for anything except making surplus fat. He
suggested that there might be a block on the metabolic

pathway that prevented sugars, once absorbed, from being

released as energy in the body; and he postulated a shortcut

into the fat stores with subsequent difficulty in getting the

fat out again for conversion into energy.

This theory received a good deal of criticism from physi-

ologists and other experts, but no one could deny the success

of the reducing program Pennington designed for the fat
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executives. In fact, the women's magazines took up his diet

in a big way, rather to his annoyance, as he was a quiet

scientific man who valued his professional privacy.

The diet he prescribed completely eliminated foods of

cereal origin, i.e., everything containing starches or sugars;

it was virtually an all-meat diet with the fat left in. When
I lunched with him at his house, I found he practiced what

he preached; we had an all-meat meal. He told me he gave

the Du Pont executives about three thousand calories a

day in the form of fat meat, and that on this regime they

lost at the rate of two to three pounds per week. They liked

the diet, and by the time their weight had returned to

normal, their blood pressure had come down to normal too.

The relationship between obesity and high blood pres-

sure is recognized by doctors all over the world, and the

type of high blood pressure known as “idiopathic” (of un-

known cause) is one of the commonest stress disorders of

twentieth-century civilized countries, crippling millions

every year. It is a forerunner of strokes and coronary

thrombosis. I believe that it and its associated obesity are

both diseases of maladaptation to certain foods and chemi-

cals we have been eating in increasing quantities over the

past sixty to seventy years.

From Pennington I went on to Minneapolis to talk to

Dr. George L. Thorpe, a general practitioner from Wichita,

Kansas, who was attending the 1958 annual meeting of the

American Medical Association.

At the previous annual meeting, in New York in 1957,

Thorpe had been chairman of the Section of General

Practice and had made the cereal-elimination approach to

overweight the subject of his address.
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Thorpe told me that he hated to call his method a diet.

“Proper eating is the normal and complete answer to the

problem of excess weight/' he said. “The words diet and

dieting should be avoided."

“Several years ago/' Thorpe went on, “while I was con-

sidering a personal problem of excess weight, it became

evident that huge numbers of calories in my daily total

came from three to four large glasses of milk, two to three

bottles of soft drinks, numerous slices of bread, and an

educated taste for cookies, candy, and sweets in general,

all of which are concentrated carbohydrates. Cereal grains,

historically, were cultivated in order that limited agriculture

areas might supply food to support population densities

not otherwise possible. They are concentrated forms of

food, readily assimilated by the body, containing small

residue of bulk, and so may be eaten in quantities far in

excess of the calorie needs, without sensation of fullness.

All carbohydrate foods and most drinks fall into this cate-

gory, either by virtue of their origin or the reaction of the

body to them. Milk is actually a liquid infantile food, the

use of which man has carried over into his adult life and

which, in general, satisfies the definition of concentrated

carbohydrate.

“The simplest to prepare and most easily obtainable high-

protein, high-fat, low-carbohydrate diet, and the one that

will produce the most rapid loss of weight without hunger,

weakness, lethargy, or constipation, is made up of meat, fat,

and water. The total quantity eaten is not important, but

the ratio of three parts of lean to one part fat must be

maintained, as any decrease in the fat portion will reduce

the weight loss.
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“Black coffee, clear tea, and water are used without

restriction. Reduction of salt, while not required, will

increase the speed of weight loss.”

The last doctor I met with was the late Blake Donald-

son. When I saw him at his clinic in New York, I found

that not only was he helping fat patients reduce with a

cereal-elimination diet, but he was using this diet and

a graduated system of simple exercises to clear up a whole

variety of chronic disorders in a most remarkable manner.

I saw elderly rheumatic patients made supple and pain-

free, martyrs to migraine relieved of their headaches, and

asthmatics helped to breathe freely again. In an interview

in 1962, when he came to London to visit a patient, Don-

aldson told me how he did it.

dr. mackarness: When and how did you first come on the

ideas which led you to write your book [Strong

Medicine]?

dr. donaldson: About 1919. I was faced with the problem

of people with heart disease, fat people who were

short of breath, had swollen feet, and could not lose

weight. I tried them for a year on a low-calorie diet

with very bad results. At the end of the year practically

none had lost weight, they were all breathless and had

not lost their edema.

I decided to try something new. I went to the Ameri-

can Museum of Natural History and consulted the

curator there and asked him what the teeth of the

people were like in the old days. Because, as you know,

all the cells in the body have common qualities, then

specialize afterwards. If you can find the best food for
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teeth, to prevent holes in the teeth, you have perhaps

got the best foods for stomachs and hearts and every-

thing else.

So I wanted to see what teeth were like in the dawn

of history. They showed me skulls from the old Eskimo

burial grounds; people who lived on nothing but caribou

meat and walrus, essentially fat meat, and they had

astonishingly good teeth.

It occurred to me that it might be the primitive

nature of the food that prevented dental caries, and I

came away from there determined to try primitive

foods as a basis for any sensible way of taking weight

off fat people with heart disease.

dr. m.: How long was it after getting this idea that you

made it routine and based your whole practice on it?

dr. d.: Well, of course, in those days we were very much

frightened that if you ate meat alone you would get

something called acidosis [now called ketosis]; that the

meat was just too acid and needed starch to neutralize

the acid.

With a good deal of fear and trembling, I gave

these fat cardiacs nothing whatever but fresh meat

without salt, and potato in deference to the idea that

you would get acidosis if you did not have some

starch, and black coffee.

I found that many of them lost weight beautifully

at the rate of seven pounds per month. But there were

others who did not lose. So, again with considerable

fear and trepidation, we tried cutting out the potato

and just gave them meat and coffee. And apparently

we struck something that was of great practical value.
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We found out the patients could live on just fresh

meat and a cup of coffee three times a day and lose

weight at the rate of three pounds a week. You don't

want to lose weight much faster than that, otherwise

the skin becomes wrinkled.

Now we are fairly convinced that flour is the root

of all evil. It's too concentrated a food.

Mind you, when you make such an arbitrary remark

as that, you should remember that there are 20 percent

of people who can eat and drink anything and main-

tain a normal weight, feel fine, reproduce, and live a

normal span of years. But it is the other 80 percent

in which we are interested. There are a great many of

us who become overweight or develop many un-

pleasant allergic symptoms when we eat flour.

dr. m.: After they've improved and lost their excess weight,

have you tried reintroducing these patients to flour

on a test basis to see whether their obesity comes back?

dr. d.: Yes. And every time, I've failed to show that they

can tolerate it. The moment flour is introduced, their

weight goes right up again.

When you reduce their weight to normal, you have

to prove their weight can stay normal; that's very im-

portant. You have to get them thin enough so that

they can eat four things with a meal and show no gain

in weight. They have to be able to eat fat meat with

salt, potato with butter, raw fruit, and a full cup of

coffee three times a day and show no gain in weight.

dr. m.: And they may have unlimited quantities. There is

no restriction on the amount?

dr. d. : No, there is no restriction on the amount.
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dr. m.: How many patients over the last forty years have

you treated on this basis?

dr. d.: About seventeen thousand. I now have a group of

about fifteen hundred patients over the age of seventy-

five, who have avoided flour for between five and forty

years and have kept primitive food as their basic way

of maintaining health.

dr. m.: This is what I call a Stone Age diet. Would you

agree with that description? It is a precereal diet.

dr. d.: Well, I should say that it is perhaps six thousand

years old and twenty years ahead of its time. I think

this will be a popular idea in twenty years: that flour is

a bad thing for about 80 percent of the population.

dr. m.: And do you also ban all carbohydrate derivatives—

sugar, chocolate, etc.?

dr. d.: Once you have an allergic fat person under control

you reduce that person's weight to normal. I find that

I am unable to feed them sugar in any form and un-

able to feed them flour without bringing back their

obesity and their allergic symptoms.

Support for the idea that certain foods and food additives

can cause serious mental illness in some susceptible people

has come from recent dietary experiments in schizophrenia.

The word schizophrenia
,
meaning literally “shattered

mind," was first used by the Swiss psychiatrist Eugen Bleu-

ler in 1911, as a better term for the mental disease known

until then as dementia praecox (premature loss of mental

function). Its cause is still unknown, and it is a most tragic

illness because it affects mainly young people, beginning in

the late teens and early twenties.
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Schizophrenia is a psychotic illness, a form of insanity in

which the victim loses touch with reality and is afflicted by

bizarre oddities of thought, feeling, and behavior. There is

incongruity between thought and feeling—a patient will

laugh while telling you of some horrible pain he is suffering

—and there are delusions, held with the utmost conviction,

and hallucinations. Schizophrenics may have tactile halluci-

nations, but more often they hear voices. In a ward full of

schizophrenics, you will see some of them answering their

hallucinatory voices.

The first paper I saw written by a psychiatrist on dietary

factors in schizophrenia appeared in 1969. It was by F. Cur-

tis Dohan, a doctor at the hospital of the University of

Pennsylvania. 1

The worldwide incidence of schizophrenia is remarkably

constant most of the time—between 0.85 and 1.2 percent of

the population is affected. It is by no means a rare disease.

Dohan pointed out, however, that the incidence of schizo-

phrenia had dropped in occupied countries during the Sec-

ond World War, but had risen to the normal level soon

afterward, when food became more plentiful. Wondering

whether restriction of cereals during the war had anything

to do with it, Dohan devised a test: he divided one of his

schizophrenic wards into two groups, restricting cereals in

one group, and giving the ordinary hospital diet, rich in

starch, to the other. Drugs were withheld in both groups so

as not to obscure the issue. Before long, a change in the

behavior of one group became apparent: the patients on the

no-cereal diet were more approachable, their thoughts were

less disordered, and some who had never left the ward were

able to go out to work or to go home. The other group re-
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mained as deluded and hallucinated and psychotic as ever.

Dohan concluded that the basis of the illness in some

schizophrenics was a biochemical abnormality which upset

their brain chemistry whenever substances present in wheat

got into the bloodstream.

Dohan soon linked his work on schizophrenia to parallel

studies of another illness much more firmly associated with

wheat intolerance: celiac disease, a wasting disease of chil-

dren characterized by abdominal distention, pain, and diar-

rhea with the passage of large quantities of fat. (The word

celiac means “related to the belly/') The documented his-

tory of the illness goes back to 1888, when Dr. Samuel Gee,

of St. Bartholomew's Hospital in London, first described it.

Its cause remained a mystery for many years, until several

pediatricians during the Second World War tried treating

celiacs by elimination of all cereal grains, a method that

brought some gratifying results. The reason for the success

of cereal restriction was discovered in 1950 by a Dutch

doctor, W. K. Dicke, who wrote his doctoral thesis on

celiac disease.
2 He was able to show that the factor in wheat

and rye that harmed the celiac children was not the starch,

but a part of the protein called gluten. Other investigators

showed that substances in oats and barley related to gluten

could also cause celiac disease. Thus was born the gluten-

free diet that today is followed by all diagnosed celiacs. And
it keeps them well.

The evidence on which Dohan postulated a link between

celiac disease and schizophrenia was as follows:

1. Adult schizophrenics show a higher-than-chance inci-

dence of celiac disease in childhood.
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2. Adult celiacs show a higher-than-average incidence of

severe mental illness.

3. In both child and adult celiacs, behavior disturbances

can be produced by introducing gluten into their diet,

and relieved by a gluten-free diet.

4. In patients with both celiac disease and schizophrenia,

an intensification of the symptoms of one disease is

accompanied by an intensification of the symptoms of

the other disease.

5. The tendency to develop both diseases is inherited—it

runs in families.

Dohan tested out his hypotheses by putting patients with

a first attack of schizophrenia on a gluten-free diet and com-

paring them with patients taking foods that contained

gluten. Those on the gluten-free diet did much better.

For my final confirmatory evidence, I would like to re-

turn to ulcerative colitis, which I mentioned in chapter 3.

In this case, the food allergen was cow's milk, another rela-

tively new food to man, who lived for millions of years on a

diet of fat meat and water.

Because people began drinking cow's milk before they

learned to bake bread, allergy or intolerance to cow's milk

is an older phenomenon than allergy to wheat. This prob-

ably explains why cow's milk allergy is more widely recog-

nized and has been more carefully studied than allergy to

foods of cereal origin. Even so, it is only since 1960 that

more than a handful of doctors have begun to appreciate

the full extent of the damage done by milk to those unfor-

tunate people who cannot take this supposedly most innoc-

uous of all foods.
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Any future medical historian of the mid-twentieth cen-

tury is bound to be critical of the way doctors have ignored

the published evidence incriminating cow's milk as one of

the causes of ulcerative colitis, a disabling and sometimes

fatal disease whose victims are often young adults. Many
doctors feel that the only way to treat ulcerative colitis is

to perform a colostomy or an ileostomy, both mutilating

operations that can be psychologically devastating to the

victim.

In January 1961, Professor S. C. Truelove, head of the

Nuffield Department of Clinical Medicine at Oxford, pub-

lished the results of several years of work with ulcerative

colitis patients in his wards at the Radcliffe Infirmary.3

His opening paragraph summed up the medical world's

confusion in relation to this disease.

The aetiology of ulcerative colitis remains obscure. Infective,

allergic, nutritional, and psychosomatic theories have been ad-

vanced but there is no general agreement that any one of these

is an adequate explanation. One result is that medical treat-

ment has been forced to develop on the basis of trial and error.

The lack of universal efficacy of our present medical measures is

apparent from the fact that total colectomy [surgical removal of

the colon] is necessary in some patients. The need to find spe-

cific factors in the causation of the disease is obvious.

He went on to describe the work he had done with his

ulcerative colitis patients.

During the last few years a group of patients with ulcerative

colitis has been recognized in whom removal of milk (and pro-

tein milk-products such as cheese) from the diet has been fol-

lowed by marked improvement in the clinical course of the dis-
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ease. In several of these patients milk has been reintroduced

into the diet, and in every instance this has been followed by a

frank attack of ulcerative colitis. The object of the present arti-

cle is to describe these observations and to discuss their implica-

tions.

There is nothing new in the idea that particular foods may
play a part in the aetiology of ulcerative colitis. Andresen

(1942) 4 considered that ulcerative colitis was often due to food

allergy, giving the figure of “at least 66% of cases.” Among the

items of food which he considered had been responsible among
his patients milk was outstanding, being incriminated as one

factor in 85% of the patients whom he judged to be suffering

from food allergy, and being, in his opinion, the sole factor in

50% of them. Other offending items of food were eggs, wheat,

potatoes, oranges and tomatoes. He advised the use of special

allergy-test diets in order to detect the harmful items of food.

Likewise, Rowe (1942) 5 considered that ulcerative colitis

might be caused by severe allergic reactivity in the colonic mu-
cosa, similar to that which in the skin is responsible for atopic

dermatitis. He found that skin tests were useless and recom-

mended elimination diets not greatly dissimilar from those used

by Andresen. He obtained remissions in 10 out of 14 patients by

these diets.

I have dwelt rather extensively on ulcerative colitis be-

cause it is a disease that illustrates very well one of the main

points of this book: that illnesses that many doctors today

regard as psychosomatic (caused by the mind influencing

the body), and try—unsuccessfully—to treat on psycho-

therapeutic lines, are really somatopsychic (caused by the

body influencing the mind and behavior)

.

There is no suggestion that Rowe, Andresen, or Truelove,

who have between them seen a great many cases, regard

ulcerative colitis as psychologically determined. Is it not rea-
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sonable to suppose that a person suffering from agonizing

abdominal pains and intermittent bloody diarrhea at all

times of the day and night might become mentally upset,

worried, and even aggressive toward doctors who persis-

tently suggest that the condition is all in the mind?
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8) Checking It Out Yourself

Many people, when they first learn of the dietary approach

to physical and mental illness, want to try it out on them-

selves immediately. To these people I want to give a word

of warning.

Medicine and psychiatry are vast subjects, and doctors

bring to their practice a background of accumulated knowl-

edge and experience which has taken them years to ac-

quire. Before you even consider testing yourself for masked

allergy as a cause of whatever ails you, please consult with

your general practitioner and undergo whatever tests or

examinations by specialists he advises.

Only after you have been told by both your GP and a

specialist that they can find no cause for your trouble

should you start to carry out—with your GP’s approval and

cooperation—the tests and procedures described in this

book and now summarized in this chapter.

Let us assume that you have had all the necessary consul-

tations and tests and remain a patient with a chronic illness
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of indeterminate origin and diagnosis. You have lots of

failed treatments behind you, and you still feel sick in one

part of your body or mind, or just sick all over. There are as

yet few clinical ecology units where you can be admitted for

working out your possible allergies, so you have to undergo

the investigations and testing either at home with the help

of your GP or at a hospital outpatient department or al-

lergy clinic with a specialist who is prepared to work with

you.

If you are as ill as Joanna was, it would be very difficult

to carry out the procedures described in chapter 5 anywhere

but in a psychiatric hospital. Joanna's reactions to some of

her food tests were so violent that skilled staff and emer-

gency drugs were necessary to prevent her from injuring

herself. But for those whose symptoms are less severe,

though still troublesome and disabling, here is a program

that I have been sending out in letter form to interested

patients referred to me by their doctors.

FOOD ALLERGY IN RELATION TO THE TREATMENT OF

CERTAIN CASES OF MENTAL AND PHYSICAL DISORDER

I assume that your GP and the hospital to which he may
have referred you have ruled out the possibility of other serious

physical or mental illness, and I hope that now your GP thinks

it worthwhile, in view of your long and unresolved illness, to

assist you in determining whether food allergy is a possible

cause of your trouble. In return for a little of his time initially,

he will gain a happier, healthier patient who will need compara-

tively little of his time in the future. Perhaps you would like to

show him this letter.

Briefly, the method is as follows:

1. Five days' total fast on spring water only. (The idea is to
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avoid chlorine and other contaminants. Any bottled, non-

carbonated, spring water or distilled water will do.) Drugs

should be tapered off.

2. If you are feeling considerably better by the end of the

five-day fast, then masked or hidden allergy to foods or their

chemical additives must be suspected. If you do not improve,

then food allergy is not a cause.

3. During the fast, make a list of all foods and drinks you

consume more often than once every three days. Those you take

daily or more often, and like well, are to be particularly sus-

pected.

4. After the five-day fast, each evening, instead of your

normal evening meal, have a large helping of one of the sus-

pected foods or beverages, and take it by itself,
with nothing

but water to drink if you are thirsty. If, within an hour or two,

your symptoms come back, then that food must go on your

blacklist and must be avoided in the future. Omit breakfast

and lunch at first until you have some proved safe foods.

A bad reaction may be terminated by taking epsom salts

(magnesium sulfate) or mix 1 part potassium bicarbonate

with 2 parts sodium bicarbonate, and take a tablespoonful in

a half pint of warm water, well stirred. These alkaline salts can

be obtained quite cheaply, without prescription, from your

druggist. Besides being laxative and emptying the bowel rapidly

of food residue, they have antidote properties because of their

alkalinity.

Fast again until all symptoms have gone, then do another

test. It is best to carry out one test per day and to do it in

the evening. That way, should vou have a bad reaction, you will

have the whole night in which to recover.

This type of one-food-per-day testing can obviously best be

tolerated by overweight people. If you are already too thin when

you start, you may experience great hunger. To relieve hunger

pangs, fill up between tests with helpings of single foods that

you never normally eat and that are unrelated to the foods you

have been eating often. This may mean choosing some fairly
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exotic things, such as venison, fresh salmon or trout, artichokes,

rabbit, or pheasant. Choose meats and unusual vegetables if

possible, because allergies to these foods are not common. Later,

as your food testing progresses, you can fill up with foods that

have been proved through testing to be safe for you.

No food can be considered safe unless you have tested it

after five days of strict avoidance and are feeling well at the

time of the test . If it does not make you feel ill under these

conditions
,
then you can go on eating it.

5. When you have finished your testing, make a list of foods

to which you have shown no reaction. Those are the only foods

you should eat. When in doubt about any food, leave it out of

your diet for five days and test it on the sixth day.

6. If you suspect food additives rather than the food itself,

first test a pure version of the food, grown organically and

prepared without commercial chemical contaminants. For ex-

ample, if bread is in question, first try eating bread made from

compost-grown whole-wheat flour. If that does not affect you

badly, test a commercial white loaf. If only the commercial

white flour is bad for you, stick to products made only from

compost-grown whole wheat. The same principle applies to

other foods, including fruits, vegetables, and meats.

7. While doing your food testing, keep a food diary, listing

everything you eat and drink and the time at which you take it.

On the facing page, describe how you feel after eating the food

and list any symptoms. A pattern may emerge that will be of

interest to you and your doctor.

Several books have been published on this subject. They are:

Arthur F. Coca, Familial Nonreaginic Food-Allergy (Spring-

field, 111.: Charles C. Thomas, 1942);

Albert H. Rowe, Clinical Allergy (London: Bailliere, Tindall

& Cox, 1937);

Blake Donaldson, Strong Medicine (New York: Doubleday,

1962);

T. G. Randolph, Human Ecology and Susceptibility to the
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Chemical Environment (Springfield, 111.: Charles C.

Thomas, 1962).

Another word of warning: There is an addictive element in

food allergy, and you may well get a “hangover” during the

first day or two of your fast. But persevere and do not cheat. In

addition, when you are reacting to a food, you may crave to eat

more of it, or to consume other things to which you may also

be sensitive, like alcoholic drinks and sweets. Willpower is

needed.

The method of uncovering masked allergies to foods and

chemicals outlined above is based on fasting to take you

from adapted stage two to nonadapted stage one, when a

test feeding will unmask the allergy by causing an immedi-

ate reaction. The disadvantage of this method, which in-

volves eating a substantial portion of the suspect food, is

that it is slow: adverse reactions take a long time—up to

three days—to clear up, and you must feel completely well

before you try another test. To avoid this difficulty, I have

been using the sublingual provocative food test at my
hospital, sometimes with groups of five or six patients at

one time. This method will appeal to people who know

other sufferers and can join together to form a group.

The drop test itself is very simple. The patient makes a

list of the foods he or she likes and eats often. (In order to

be valid, the test must be preceded by five days' avoidance

of these foods.) Uncontaminated small samples of each of

these foods are collected in clean china cups or glasses.

Each sample is dropped into an electric blender, which

must be absolutely free of all other food residues. Just

enough distilled water to cover the rotating blades is added,

and food and water are blended into a concentrated solu-
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tion thin enough to be drawn up into the dropper syringe.

This solution is poured into a clean cup, which is labeled

and placed on a tray. Solutions are made from as many of

the other foods as can be conveniently tested in one session

(it takes about ten minutes to test each food)

.

Meanwhile, somebody makes a list of each patient’s main

symptoms and prepares a chart for each similar to the one

shown on the next page. The patients should be seated in

easy chairs, with an observer sitting beside each one. After

the patients have been sitting, relaxed, for five or ten min-

utes, their basic resting pulse rate is taken and entered on

their charts. In addition, the observer gives the patient a

score of 0 to 3 for each of the symptoms on his or her chart

(0 — no indication of symptom, 1 = slight indication, 2 =
moderate, 3 = severe) . Now the tests can begin.

The tray of food extracts, covered with a cloth, is brought

in, together with a tray of disposable 10-ml. syringes (with

the needles removed) that have the milliliters marked off.

Paper towels, pitchers of distilled water, glasses for each

patient to drink from, and bowls to be used as spittoons

must also be provided. One of the food extracts is drawn

into a syringe up to the 1-ml. mark. The patient puts his

head back and places his tongue against the roof of his

mouth. One or two drops from the syringe are put under

the patient’s tongue as quickly as possible. The patient

keeps his mouth open for two minutes, then brings his head

forward and rinses his mouth out with distilled water. At

the end of each test observation and "turnoff” (see chart),

the mouth is rinsed again with water, to leave it clean for

the next test.

Now the observer beside each patient takes the pulse
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SUBLINGUAL PROVOCATIVE FOOD TEST

Name M V. ^ . A .

Wa rd

Date _
Food W lustt

0 = None 1 = A little 2 = Moderate 3 = A lot

Signs and symptoms

Just

before

test

Drop

goes

in

Minutes

2 |after|if

YiO
|
'/too

j

l/lOO*

Turnoffs

c
<1)

o>
>»
X
jP"

Final

1st 2nd 3rd

Depression 0 l X i J
0 0 0

Weeping 0 i % / 0 O 0 0

Guilt o
Anxiety o

Restless 0 3 3 2 I 6 0 0

Attempts to run 0

Impatience o

Hatred, anger 0

Fatigue O

Sleep 0

Dizzy 0

Confused thinking 0 % % t i 0 0

Wanting to avoid

company 6 % Z z i 0 o

Inability to

concentrate O z % / 1 0 0

Weakness 0

Hunger 0

Pulse rate 7Y 77 104 92 u 74 74

Pupils 9 • • • • • •

Skin color

change o nU putA pud 0 0 o

Head down 0 / i / 0 0 o
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again and enters it on the chart after two minutes, watch-

ing all the while for signs or reaction. (Each patient will

already have been scored from 0 to 3 for each of the symp-

toms on his or her chart before the drop went in and while

the resting pulse was being taken. Ideally, pretest symp-

toms should be minimal.) Questioning the patient is not

forbidden, in fact it helps, but some of the observations

should be purely objective such as size of pupils, redness or

pallor of skin, signs of restlessness or anxiety, etc.

If the pulse rises or falls 20 beats or more or changes in

volume dramatically beneath the testing finger, a reaction

must be expected, but some reactions come on without any

warning pulse change at all.

In a reaction, symptoms that were minimal or nonex-

istent before the drop went in will appear within a minute

or two. The patient may suddenly flush, pupils may dilate

or go to pinpoints, weeping may start, agitation become

apparent, and headache or other aches and pains be com-

plained of. Sometimes the patient becomes high in mood,

groggy and confused, or may fall asleep.

Once the observer is sure that a reaction is well under

way, its timing and strength from 1 to 3 is recorded on the

chart and then the first “turnoff” drop can be given, in an

attempt to cut the reaction short. Distilled water is drawn

up to the 10-ml. mark in the syringe, making the solution

one-tenth of the original strength, and a drop or two of that

put under the patient's tongue and left for two minutes.

This may suffice to turn the reaction off and bring the

patient back to normal. If it does not, then the solution is

diluted to 1/1 00th strength by squirting away all but the

last 1 ml. of the 1/1 0th strength solution and drawing up
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distilled water again to the 10-ml. mark. Shake the syringe

and use this weaker solution as a further turnoff. Some-

times, in a very severe reaction, it may be necessary to go

down to 1/1000 or even 1/10,000 dilution and then give

inhalations of oxygen or walk the patient up and down in

the fresh air before normality (freedom from symptoms) is

restored and another test can be begun. With practice, the

whole operation can go smoothly and rapidly and the help-

ers soon get the idea, becoming interested and enthusiastic.

With a bit of good humor, a testing session can become like

a party game.

Groups I have run on these lines quickly develop a cohe-

sion and life of their own, patients helping each other, offer-

ing advice and support and generally becoming more alive

and hopeful.

When all the tests have been done (and of course they

have all to be preceded by five days’ avoidance of the foods

concerned), compatible menus are drawn up for each pa-

tient and further testing arranged so as to expand the choice

of foods available.

For those people who feel they cannot spare the time

either to join a group or do the open-plate food testing de-

scribed earlier, modification of Rowe’s elimination dieting

may be helpful. Try cutting out a whole group of foods

commonly found to be allergenic: sugars and cereal grains,

for instance. Leave them out for a week or two and see if

symptoms abate. In my experience, the main offenders, be-

sides cereals and sugars, are instant coffee, tea, chocolate,

eggs, milk, and processed foods. Beer and whiskey are often

serious offenders for grain-sensitive people. Having avoided
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these foods, eat them again, one by one, on a test basis, and

see if symptoms return. Such a method is not as accurate as

the drop test, but it can and often does bring a reduction in

symptoms that is sufficient to make life more bearable

again.

Finally, don't forget tobacco. Chronic smokers can test

their allergy to tobacco by cutting out smoking for five days,

then getting a friend to blow cigarette smoke through a

little water in a cup repeatedly, until the solution is brown.

One drop of this solution under the tongue will often bring

a reaction so devastating that the addict will never wish to

smoke again.
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9) The Steady Drift

When Ivan Illich said, in 1974, that the perils inherent in

the industrialized production of food now pose perhaps the

greatest threat to the health of mankind, he was not exag-

gerating. Food is man's most intimate contact, far more in-

timate than copulation. What you eat goes right inside you,

is absorbed directly into the bloodstream and carried into

every cell in the body, including, most importantly from

the point of view of mental health and behavior, the brain

cells.

We are not infinitely adaptable animals, and there is

mounting evidence that many of us have already adapted

as much as we can to today's increasingly sophisticated and

chemically contaminated diet. It is time to call a halt to

this appallingly risky experiment in human nutrition and to

look again at the relationship between the food we eat and

the changing pattern of disease in industrialized countries.

Look how drastically the pattern of disease has changed

since the Industrial Revolution began to alter our environ-
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ment, and particularly our diet. Coronary thrombosis,

which now kills about 500,000 people annually in the

United States, was unknown to nineteenth-century physi-

cians. Not until 1910 was the first case described in the Brit-

ish medical literature. Now, instead of the devastating epi-

demics of infectious diseases like typhoid, tuberculosis,

cholera, and smallpox that used to decimate us before the

twentieth century, we have equally devastating epidemics

of strokes, high blood pressure, obesity, heart attacks, bowel

disturbances, behavioral disorders, allergies, and degenera-

tive diseases. All these have taken over now, leaving us little

healthier than we were a hundred years ago. What is the

reason?

It could be, of course, because we are living longer. But,

though there is some validity in that explanation, it is far

from being the whole story. What we are doing to our food,

drink, and the air we breathe is the biggest factor of all—

I

agree with Illich in believing that. Not only is it the least

well acknowledged factor, it is also the one we could do

most about if we looked at it again in the light of what is

now known about allergy to foods and their chemical con-

taminants.

Earlier I quoted Dr. Albert Rowe's 1930 statement that

allergy, particularly food allergy, was, after infection, the

greatest cause of illness in Westernized society. I now think

that allergy has overtaken infection and is the number one

cause.

For the past eighteen years I have been living as far as

possible on a Stone Age-type diet, rich in animal fat and

protein and practically free of sugar, cereals, and processed
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carbohydrates: a diet that some of my medical friends as-

sure me should have given me a coronary thrombosis years

ago and is bound to kill or cripple me long before I have

lived out my normal three score years and ten. On the con-

trary, in my late fifties, I am in better health than ever.

The word allergy
,
in the sense in which I have been using

it, means an altered reaction, an abnormal reaction, on the

part of one or more tissues of the body following exposure

to or contact with a nonliving substance, such as a food or

chemical. If a person is ill in body, mind, or both and gets

well after a five-day fast, then one of the possible causes of

his illness is some abnormal reaction to the foods and chem-

icals he or she has been eating. If the person is then fed on

a test basis and it is found that particular foods cause the

illness to recur, in acute form, it is only logical to suppose

that he or she is allergic to those foods. That is the ap-

proach I have taken with my patients, stated in the simplest

terms possible. The results have astonished even my most

skeptical medical colleagues.

As anyone who has actually read Freud's original writings

knows, that great man maintained that one day a physio-

logical cause would be found for mental illness. In food and

chemical allergy one such demonstrable, physiological cause

has at last been found and can be used to good effect by any

doctor who takes the trouble to learn about it.

I claim no originality at all in putting forward the details

of this approach. All I have done is to read the published

works of the many American doctors who have pioneered it

(a number of whom I met). I then tried out their method,

first as a general practitioner and more recently as a psychi-

atrist, and I have found that it works better than I ever
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dared to hope. What is so amazing is that everything in this

book has been known and written about in medical books

and journals since the early 1920s. Yet, up to now, only a

handful of doctors in America and Europe have ever both-

ered to try to investigate and treat patients by this method.

The story of the development of food and chemical al-

lergy as a viable, practical clinical approach in medicine and

psychiatry goes back to Americans like Duke, Shannon, and

Rowe in the early 1920s, who showed that by eliminating

certain common items from their patients’ diets—wheat,

eggs and milk—they were able to clear up long-standing

symptoms like headache, asthma, and skin eruptions.

Shannon, a pediatrician, published his first cases in 1922.

Rowe began publishing papers about the same time, and his

first major book on food allergy was published in 1931.

Hans Selye developed the concept of the general adap-

tation syndrome to a harmful physical agent, with its three

stages: (1) alarm, (2) resistance or adaptation, and (3)

exhaustion. Selye’s work contributed greatly to the under-

standing of how patients become ill through failing to

adapt to foods and chemicals to which they are allergic. He
first published his findings in a 1936 letter to Nature. He
followed this a few years later with a long, three-part publi-

cation in the American Journal of Allergy .

Herbert Rinkel, who ranks with Rowe and Randolph in

the triumvirate of doctors who launched this approach in

the United States, discovered the key concept of masked

allergy accidentally while trying to cure his own intractable

nasal allergy. Masking is the reduction of symptoms by eat-

ing a food to which you are allergic within the time (up to

three days) that you are still reacting to that particular
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food. You first feel picked up and then, later, hung over.

Masking accounts for the addict's craving for his particu-

lar food or drink. It clarifies such words as habituation, in-

urement, getting used to or tolerance which people use to

describe the universal experience of masking in relation to

symptoms produced by a food or chemical to which they

have unknowingly become allergic or hypersensitive.

The mother who tells you that cow's milk used to make

her child vomit soon after it was first introduced to the

child's diet and boasts that, because she persisted with the

milk feeding, her child can now take it and even likes it, is

talking about masked food allergy.

In 1971, Randolph's Human Ecology Study Group in

Chicago published a pamphlet entitled The Realities of

Food Addiction. This is the introductory summary:

Foods . . . eaten daily by the pound and absorbed over a

period of two or three days ... are man's greatest environ-

mental exposures.

Food addiction, which initially is usually confused with

normalcy, manifests itself sooner or later in a wide range of

physical and/or mental illnesses. This process sets the stage

for the development of addictive responses to other more

rapidly absorbed and potentially harmful agents.

Food addiction is capable of occurring in anyone. As it

usually involves multiple common foods, it is demonstrated most

convincingly by preliminary fasting under environmentally con-

trolled conditions, then observing the acute effects resulting

from single test reexposures.

Fasting or avoidance of the addictant for five days or

more returns the patient to stage one, the stage of alarm. A
single test reexposure—even, extraordinarily enough, a drop
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of the food or drink under the tongue—will bring back

the chronic symptoms in acute, easily recognizable form.

Further weaker drops under the tongue turn the reaction

off, probably by a form of quick masking. This method is

repeatable and easily taught. Even as I am writing this page,

one of the nurses I have trained in the method is carrying

out sublingual drop tests on two allergic patients on one of

my wards and recording the results, entirely unsupervised

by me or any other doctor, in order to help build up com-

patible diets for the patients to take home.

Once a patient has reached the stage of exhaustion in the

battle of adaptation to a particular substance, avoidance is

the only remedy known so far. Substances that can aid

resistance or block the allergy, when it affects the brain,

have yet to be discovered. It is interesting that the most

successful major psychiatric tranquilizer, chlorpromazine

(Largactil or Thorazine), is chemically derived from an

antihistamine, a class of drug used to control the symptoms

of hay fever and other allergies. The pharmaceutical sub-

sidiary of Fisons, the British agricultural chemical firm, has

already developed a compound, cromoglycate (Intal),

which, if taken daily, will prevent or reduce the number of

attacks suffered by an asthmatic. I suspect that once the

medical profession recognizes the importance of food and

chemical allergy in the causation of mental and physical

illness, the pharmaceutical industry will step up its efforts to

develop drugs that will reverse or block allergic reactions

rather than merely reduce the symptoms. The May 24,

1975, issue of The Lancet carried a favorable report on an-

other antiallergic agent, Doxantrazole, that has been shown
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to be effective when taken orally, and Dr. Len McEwen of

St. Mary's Hospital in London has developed a vaccine

effective against allergies to some foods.

1

Dr. McEwen is a research pharmacologist working in the

Wright-Fleming Institute at St. Mary's, the leading allergy

unit in Britain. Versed in the bacteriological and immuno-

logical approach to allergy pioneered at St. Mary's by Sir

Alexander Fleming (discoverer of penicillin) and Sir Alm-

roth Wright, McEwen has incorporated bacteria as well as

minute doses of about fifty common foods in his vaccine,

which he applies in a plastic cup to a scarified area on the

patient's forearm for twenty-four hours three or four times

a year. Some of his successes with cases of asthma and hay

fever resistant to the conventional pollen, mold, and dust-

based injections must, I think, be due to his taking bacteria

into account in the development of food allergy. I am in-

debted to him for showing me his methods which I am be-

ginning to incorporate into my own.

Here are the criteria for spotting food allergy. See how
many, if any, of your own symptoms fit in.

1. Illness fluctuates

2. Five symptoms that come and go:

( a )
Swelling of different parts of the body

(b) Heavy sweating, unrelated to exercise

( c )
Fatigue ( not helped by rest

)

( d )
Bouts of racing pulse

( e )
Marked fluctuations in weight

3. Evidence of food addiction and repetitive menus

4. Other obvious local allergic reactions, e.g., hay fever,

urticaria, headache (often morning), asthma
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5. Various typical allergic symptoms affecting specific body

systems:

Head Nasal catarrh and hay fever

Giddiness

Aphthous ulcers (mouth ulcers)

Halitosis (bad breath)

Headache

Migraine

Chest Asthmatic wheezing

Tachycardia (racing pulse)

Abdomen Bloating after food

Irritable colon syndrome

Peptic ulcer syndrome (no X-ray evi-

dence)

Regional ileitis

Bowel cramps

Genito-urinary Frequent urination and “cystitis”

without evidence of infection

Impotence

Frigidity

Menstrual disorders

Musculoskeletal “Fibrositis” (aching muscles)

Arthralgia (aching joints)

Skin Urticaria (wheals or hives)

Itchy rashes that come and go

Mental Panic attacks and chronic anxiety

Depression
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Hypomania (persistent elation unre-

lated to circumstances)

Hyperkinesis ( overactivity

)

Purposeless violence

Tension

Thought disorder (delusions and hal-

lucinations)

Alcoholism

Drug addiction

If you have any of these symptoms, your doctor should

examine you thoroughly, with the help of his hospital col-

leagues, to rule out potentially dangerous causes such as

tumors or infection, for some of these conditions. If you

have not already done so, please have your physician con-

duct such an examination before you apply the tests for

food and chemical allergy.

Ideally, fasting and testing for food and chemical aller-

gens are not do-it-yourself procedures. With major, dis-

abling symptoms, particularly the psychiatric ones such as

acute depression, withdrawal effects during the early days

of the fast can be severe, and the test reactions themselves

may require medical attention. Moreover, choosing the

foods for testing requires specialized knowledge of sources

and methods of processing, which only a doctor interested

in this subject will have.

An important point to recognize is that anyone with an

allergic background is potentially allergic to anything.
,

if he

or she eats or drinks it often enough. So, if you should work

out a menu of “safe” foods for yourself, try not to repeat

any item more than once in three days. Beware if you find
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you are starting to take a “safe” food more and more often.

You may be becoming allergic to it and therefore eating it

addictively. Repetitive eating of a food while you are not yet

allergic to it may create an allergy. Once the allergy is estab-

lished, addiction will make you crave it more and more.

And leaving it out will give you a hangover for a day or two.

Some people, however, can eat the same thing day after day

and never become allergic (addicted) to it. When in doubt

about a food you thought was safe, cut it out of your diet.

Later, after more than five days of avoidance, eat it again on

a test basis to see if it makes you unwell.

Finally, if you still find yourself with symptoms after liv-

ing on your compatible diet, suspect a chemical allergy to

something in your home or at work: to the fumes of indoor

heaters, gas stoves, automobile exhausts, plastic furniture or

synthetic fabrics, or, commonest of all, to the propellant in

aerosol spray cans. One of my most recent patients was

found to be extremely sensitive to all kinds of aerosol sprays

—perfume, deodorants, air fresheners, all of them. A few

inhalations of any of them caused her to lose control of her

muscles and to break out in an itchy rash all over her body.

Processed foods, with their high ratio of chemical additives,

had the same bad effects, but she had surprisingly few aller-

gies to plain, uncontaminated foods.

It may be necessary to go away to a house in the country

where there are no sprays and no gas, and to stay there for

a week on your compatible diet in order to determine

whether allergy to a chemical in the air in your home is the

major culprit in your illness.

Sooner or later, government action will have to be taken

to stop the steadily accelerating drift into a chemical en-
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vironment. If something effective is not done now to pre-

vent the adaptive breakdown already afflicting more and

more people in the West, we shall reach the point of no

return, and extinction of our complex, contaminated, im-

provident society will be inevitable.
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allergies, xiv, 67-68, 71—72

Diarrhea, 73
as manifestation of mucous

membrane susceptibility, 77
Dicke, W. K., 120
Diets

evolution of, 2, 29

example of ill-balanced, 84-85

established for Joanna, 95-96

See also specific kinds of diets;

for example: Carbohydrate-

based diets; High-fat,

high-protein diets

Digestive system, allergic manifesta-

tions in, 73—74; see also

specific manifestations; for

example: Bowel disturb-

ances; Celiac disease; Colitis

Disease pattern, changes in, 135-36

Dizziness

as allergic symptom, 19, 86, 142

as manifestation of blood vessel

susceptibility, 76
Doctors, problems faced by, xiv-xv

Dohan, F. Curtis, 119-21

Donald (Joanna’s husband), 7

Donaldson, Blake, 81, 112, 115-18,

128

Drug addiction, as allergic

symptom, 143
Drug rashes, as allergic

manifestation, 76
Drugs

for allergies, 140-41

antidepressant, advent' of

( 1950s), xv

Duke, William W., 68, 138
Duodenal ulcers, 71

Dusts, allergies to, 47, 104-6
Dysmenorrhea, defined, 75
Dyspepsia

described, 73
elimination diets for, 48

Ear infections

allergy-based, 78
elimination diets for, 79-80

Eat Fat and Grow Slim

( Mackarness
) ,

111

Ecological illness, defined, 26
Ecology, basic tenets of, 28-29
Ectoderm, effects of allergies on, 76
Eczema

as allergic manifestation, 76
described, 73
elimination diets for, 48
evolving into impetigo, 77-78

Eggs
allergies to, 46, 138

chronic, 50-51, 53

effects of, 87
masked, 99

sore throats, ear infections and,

79-80
elimination of, 48

Elimination diets, 14, 27
for Mrs. A., 18-19
described, 8

for ear infections and sore

throats, 79-80

high-fat, high-protein diets as,

47; see also High-fat, high-

protein diets

impracticality of, 9
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Elimination diets (cont.)

for Michael B., 21

Rowe's, 9, 14, 48-49, 80, 133

Shannon's, 48
to unmask chronic allergies,

52-53

withdrawal effect resulting from,

59

Emotion, allergies and, 70-71
Emotional disorders, defined, xiv;

see also specific disorders

;

for example: Depression

Endocrine system

allergies of, 75
role of, in proper functioning

of brain, 30

See also Adrenals

Endoderm, effects of allergies on,

76-77
Enzyme, defined, 30n
Eskimo diet, 111-12
Evolution, 31-36

of diet, 2-29
Eyes, puffiness and redness of, as

manifestation of blood

vessel susceptibility, 76

Familial Nonreaginic Food-Allergy

(Coca), 54, 128

Fabrics, allergies to synthetic, 144
Fasting, 8

allergies to additives and
contaminants discovered by,

60-63
chronic allergies unmasked by, 52

for Joanna, 83, 85-87
self-tests and, 1 26—28

Fatigue

as allergic symptom, 72, 141

effects of elimination diets on, 8,

19

eggs and milk as cause of, 5 3

as manifestation of nervous

system susceptibility, 76
Fats in evolution of human diet,

29; see also High-fat, high-

protein diets

Feathers, allergies to, 47

Fertilizers, long-term effects of

artificial, 28

Fibrositis (muscular rheumatism),

19, 74, 76-77, 142
Five-day fasts, see Fasting

Fleming, Sir Alexander, 37, 141

Food Allergy (Randolph, Rinkel

and Zeller), 55

Food diary, maintaining, during

self-tests, 128

Food Factor in Disease, The
(Hare), 48

Food supply, 31—36

evolution and, 31-32, 34-36
mutations, natural selection and,

33

Fred6ricq, Leon, 40
Foods, see Industrially-produced

foods; and specific kinds of

foods; for example: Cereal

foods; Meats
Freud, Sigmund, 1 37

Frigidity, as allergic symptom, 142

Fry, John, xiv, 26

Gasoline fumes, allergies to, 61

Gastric ulcers, as manifestations of

mucous membrane
susceptibility, 77

Gee, Samuel, 120

Genito-urinary system, allergic

manifestations in, 75, 142

Glue sniffing, stages in adaptation

in, 55-57
Gluten-free diets

for celiac disease, 120

for schizophrenia, 121

Halitosis, as allergic symptom, 142

Hangover symptoms in masked
allergies, 99-100, 102-4,

129

Hare, Francis, 48
Harvey, William, 47
Hay fever, 13, 142

drugs for, 141

as manifestation of mucous
membrane susceptibility, 77
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Head, the, allergic manifestations

in, 142; see also specific

manifestations; for example:

Headaches; Nasal catarrh

Headaches, 138, 141, 142

allergy-caused, 74
elimination diets for, 8

in masked allergies, 107

See also Migraine

Heart attacks, nature of, 1 36

Heart disease

degenerative, 36

diet for, 115, 116

See also Coronary thrombosis

Heredity, allergies and, 70

High blood pressure, see

Hypertension

High -fat, high-protein diets (Stone

Age-type diets), 81, 111-24

basis of, 37—38
deafness cured with, 47
elements of, 114-15, 136-37
for jaundice, 112

for obesity, 47, 111-18

for unmasking chronic allergies,

52-53
Hippocrates, 8, 40
Hives, see Urticaria

Homeostasis, defined, 39

Hormones, 38-42

ACTH, 42
adrenaline, 38-39

cortisone, 39-41

emotion and exhaustion of

protective, 70

Human Ecology and Susceptibility

to the Chemical Environ-

ment (Randolph), 60,

128-29
Hydrocarbon emissions, allergies

to, 107, 144
Hyperidrosis (sweating), 141

as allergic manifestation, 76

as important symptom, 72, 86

Hyperkinesis, allergy-based, 143

Hypertension (high blood pressure),

71,74
diet for, 19

Hypertension (
cont .)

epidemic nature of, 1 36

obesity and, 112, 113

Hyperthyroidism, described, 75

Hypomania (affective psychoses),

75, 143

Hypothyroidism, described, 75

Iatrogenic disease, defined, xiii-xiv

Illich, Ivan, xiii, xv, 135

Immediate (acute) allergies, 49
Immunology, defined, 12

Impetigo, eczema evolving into,

77-78
Impotence, as allergic symptom,

142

Individual food ingestion tests,

8-9, 59-60
reactions to, 87-88
self-tests and, 127-28

by tube, 90-94
Industrially-produced foods

disease pattern affected by,

135-36
perils inherent in industrialized,

xiii, xv, 135

See also Additives; Contaminants;

Processed foods

Infections, allergy-based, 77-78
Inoculations with allergens, 1

3

Irritable colon syndrome, as

allergic symptom, 142

Jaundice, treatment of, 112

Joanna (case history), 3-11,44,

82-97, 103, 126

Joints, allergic manifestations in,

74, 77

Kennedy, Foster, 70-71
Khan, Ali, 4, 6, 7
Kwok, Robert, 24

Kwok’s Quease (Chinese Restaurant

Syndrome), 24

Lancet
,
The (magazine), 140

Lawson, Ray, 111-12
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Lumbago, as manifestation of

blood vessel susceptibility,

76
Lyon, John, 4, 7-11

McEwen, L. M., 141

Mackenzie, Sir James, 67
MacLeans (magazine), 112

Mania (affective psychoses), 75
Mary (case history), 78-80
Masked allergies (delayed allergies;

chronic allergies), 46
as addictions, 107-8, 129,

139-40
relief brought by allergen-

containing foods, 98-99
described, 49-51
elimination diet for, 133-34
hangover symptoms in, 99-100,

102-4, 129

to milk, 1 39

nature of reactions in, 99
pickup symptoms in, 99-100,

102-3

three stages of adaptation

compared with, 101-3
unmasking, 49-53

with individual food ingestion

tests, 60
with self-tests, 125-29
with sublingual provocative

test, 129-33
Masking, defined, 52, 138-39
Meats

allergies to pork products, 100-1

allergies to veal, 88

as mainstay of human diet, 29
See also High-fat, high-protein

diets

Medical World (magazine), 15

Medicine, modern, as threat to

health, xiii-xv

Meniere, Prosper, 21

Meniere’s disease

described, 2 In

as manifestation of blood vessel

susceptibility, 76

Menorrhagia, defined, 75

Menstrual disorders, allergy-caused,

75, 142

Mental disorders, allergy-caused,

14, 88-89, 142-43; see also

specific mental disorders;

for example: Depression;

Schizophrenia

Mesoderm, effects of allergies on,

76
Michael B. (case history), 20-24
Migraine, 142

analogy between urticaria and,

70-71
diets for

elimination diets, 48
high-fat diets, 115

Milk
allergies to, 138

chronic, 53, 139

tests for, 133
eliminating, 48
sore throats, ear infections

and, 79-80
ulcerative colitis caused by,

121-24
Modern medicine, as threat to

health, xiii-xv

Molds, allergies to, 104-6
Mouth ulcers, see Aphthous ulcers

Mucous membranes, allergic

manifestations of, 77
Muscles, allergic manifestations

in, 19, 74, 76-77, 142

Musculoskeletal system, allergic

manifestations in, 74, 142

Mutations, 32-33

Myalgia (fibrositis), 19, 74,

76-77, 142

Nasal catarrh

as allergy-based infection, 78
effects of elimination diets on, 8

eggs and milk as cause of, 53

Natural gas, allergies to, 61, 62,

144

Natural selection, 33-34

Nature (magazine), 41, 43, 55,

138



Index

Nervous system

allergic manifestations in, 74-76
in central nervous system,

74-75
degenerative diseases of, 36

function of autonomic, 38

role of, in human adaptation, 30

See also Brain

Neuritic pains, as allergic

manifestations, 76
Neuroses (neurasthenia), 25, 75

New England Journal 6f Medicine

(magazine), 24
Non-reaction causing foods

in Mrs. A/s case (table), 20

in Michael B/s case (table), 22

N. R., Mrs. (case history), 61, 62

Oatmeal, allergic reactions to, 88

Obesity, see Overweight

Oil fumes, allergies to, 63
Ordinary allergies, immediate

reactions to, 98
Overweight (obesity)

as allergic symptom, 72, 86

elimination diets for, 19

epidemic nature of, 136

high-fat, high-protein diet as

cure for, 47, 111-18

Paints, allergies to, 106

Palpitations (tachycardia), 72,

74, 86, 142

Pasteur, Louis, 37

Penfield, Wilder, 69

Pennington, Alfred, 112, 113

Peptic ulcer syndrome, as allergic

symptom, 142

Peptic ulcers, described, 73

Peter (case history), 78-80

Pickup symptoms in masked

allergies, 99-100, 102-3

Pirguet, Clemens von, 12-14

Pituitary gland in stress

situations, 42

Plastic furniture, allergies to, 144

Pollens, allergies to, 106
Pork products, allergies to, 100-1

Postnasal drip, as allergic

manifestation, 77
Processed foods

allergies to, 144

tests for, 133

degenerative diseases caused by,

36-37

as recent innovation, 29

See also Starches; Sugars

Proteins in evolution of human
diet, 29

;
see also High -fat,

high-protein diets; Pork

products

Pruritus, described, 73

Psoriasis, as allergic manifestation,

76
Psychosomatic illnesses, 25, 27
Psychoses, 26

affective, 75, 143

Puffiness (swelling), as allergic

symptom, 72, 141

Pulse rate

effects of allergic reactions on,

54, 74, 87
fluctuating, as allergic symptom,

141

Pulse-taking during sublingual

provocative food test, 130,

132

Randolph, Theron (Ted), 9, 52,

102, 128-29
additives, contaminants and,

62-63
biographical note on, 54

effects of bicarbonate of soda

and, 89-90
five-day fast introduced by, 8;

see also Fasting

Human Ecology Study Group of,

139

Rinkel’s technique refined by, 60

Selye and, 5 5

Reaction-causing foods

in Mrs. A/s case (table), 19

in Michael B/s case, 23

Realities of Food Addiction
,
The

(Human Ecology Study
Group), 139
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Refined foods, see Processed foods

ileitis (Crohn’s disease),

5, 142

Respiratory system, allergic

manifestations in, 72-73

Rheumatism
high-fat diets for, 115

muscular, 19, 74, 76-77, 142

Rhinitis, described, 72

Richet, Charles Robert, 40
Rinkel, Herbert, 54, 78, 99

individual food ingestion test

developed by, 59-60

pioneering role of, 8, 1 38

unmasking of allergies and,

49-52
Rowe, Albert, 54, 123, 128

on commonality of allergies, 67

elimination diet developed by, 9,

14, 48-49, 80, 133

on incidence of allergies, 1 36

masked allergies and, 49-50
pioneering role of, 8, 1 38

Regional

Schick, Bela, 12

Schizophrenia, 118-21

described, 119

dietary factors in, 119-21

Joanna’s case of, 3-11, 44,

82-97, 103, 126

Self-regulatory powers of human
body, 40

Self-tests for masked allergies,

125-29

Selye, Hans, adaptation to stress

(general adaptation syn-

drome) and

diagram illustrating, 101

research on, 31, 36, 41-44, 55,

57-58, 138

stress defined by, 37-38

Shannon, W. R., 14, 48, 138

Shellfish, allergies to, 46

Skin, allergic manifestations on,

73, 76, 106, 138, 142

Skin tests, described, 12-13

Slade, Mrs. (dietician), 90
Smallpox, disappearance of, 1 36

Sneezing

as allergic symptom, 86
as manifestation of mucous

membrane susceptibility, 77
Snoring, as manifestation of

mucous membrane
susceptibility, 76

“Sodium Bicarbonate in the

Treatment of Allergic

Conditions” (Randolph
and Clarke), 90

Sore throats

as allergy-based infections, 78
elimination diets for, 79-80

Specificity of allergic responses,

69-70
Starches

ailments cured by avoiding, 111

degenerative diseases and, 36

effects of, on brain and nervous

system functions, 30

effects of high consumption of,

25
inability to metabolize, 48
as recent introduction to human

diet, 29

sore throats, ear infections and,

79-80
Stewart, James, 54

Sties

as allergy-based infections, 78

as manifestations of mucous
membrane susceptibility, 77

“Stone Age Diet for Functional

Disorders” (Mackamess),
15

Stone Age diets, see High-fat,

high-protein diets

Strawberries, allergies to, 46
Stress, 26

adaptation to

diagram illustrating, 101

masked allergies and, 101-3

Selye’s research on, 31, 36,

41-44, 55, 57-58, 138

stress defined, 37—38

epidemic nature of, 1 36

Strong Medicine (Donaldson),

81, 115, 128
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Sublingual provocative food test,

129-33
“Sucker diagnosis,” example of, 81

Sugars

addiction to, 55, 58

ailments cured by avoiding, 111

degenerative diseases and, 36

effects of, on brain and nervous

system functions, 30

effects of high consumption of,

25
elimination of, 111, 118, 137
inability to metabolize, 48
obesity and, 112-13
as recent introduction to

human diet, 29

sore throats, ear infections and,

79-80
tests for allergies to, 133

Suicide rate among doctors, xiv

Sweating, see Hyperidrosis

Swelling (puffiness), as allergic

symptom, 72, 141

Symptoms, list of most important,

72
Synthetic fabrics, allergies to, 144

Tachycardia (palpitations), 72, 74,

86, 142

Tea, allergies to, 105, 133
Tension, allergy-caused, 143

Tests, see Individual food ingestion

tests; Self-tests; Skin tests;

Sublingual provocative

food test

Thorpe, George L., 113-14
Thought disorders, allergy-caused,

75, 143
Tic douloureux

,
as manifestation

of nervous system

susceptibility, 76
Tinnitus, described, 75
Tobacco

allergies to, 99, 106, 134
beneficial effects of cigarette

smoking, 90
Truelove, S. C, 48, 122, 123

Tuberculosis, disappearance of, 136
Typhoid, disappearance of, 1 36

Ulcerative colitis

caused by milk, 121-24

elimination diets for, 48-49

Ulcers

duodenal, 71

gastric, 77
peptic, 73

See aso Aphthous ulcers

Underweight, as important

symptom, 72
Urticaria (hives), 141, 142

analogy between migraine and,

70-71
described, 73

as manifestation of blood vessel

susceptibility, 76
as symptom, 142

Val6ry-Radot (doctor), 14

Vaginal discharge, as manifestation

of mucous membrane
susceptibility, 77

Vasovagal attacks, described, 74
Veal, allergic reactions to, 88

Vegetarian diet, 29

Vertigo, allergy-caused, 75
Violence, allergy-based

purposeless, 143

Water, see Fasting; High-fat,

high-protein diets

Webster's Third New International

Dictionary
, 29

Weight, fluctuations in, 72, 141;

see also Overweight

Wheat products

allergies to, 138

excluded from Shannon's and

Rowe’s diets, 48

fits resulting from ingestion of,

69

Wheezing, as allergic symptom,

86, 87, 89, 142

Whiskey, testing allergies to, 133
Withdrawal effect, 59

Wright, Sir Almroth, 141

Zeller, Michael, 55
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and their effects. Mackamess, a practicing

physician and psychiatrist for over twenty

years and the author of the best-selling Eat Fat

and Grow Slim, now shares with us his meth-

ods of investigation, and tells us

• how to test ourselves for suscep-
tibility

• why alcoholism is an allergy

• which foods are the most preval-

ent villains

Eating Dangerously: The Hazards of Food
Allergies is a powerful, up-to-the-minute, es-

sentiahstudy that will unmask the true cause of

many of the most prevalent illnesses and bring

hope for a healthier life to millions.

Dr. Richard Mackarness was in general prac-

tice in Surrey, England from 1952 to 1965. In

1958 he published Eat Fat and Grow Slim

which sold over a million copies in America

and Europe. In 1965 he was appointed Regis-

trar, Park Prewett Hospital, Basingstoke, Eng-

land, where he specializes in the treatment of

obesity and the ecological and allergic aspects

of mental illness. Dr. Mackarness is a Fellow of

the Royal Society of Medicine and a member
of the British Medical Journalists Association.

Jacket design by Janet Halverson

Harcourt Brace Jovanovich, Inc.

757 Third Avenue, New York, N.Y. 10017
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Times



Dr. Richard Mackarness’ new book has
brought international interest and acclaim...

Eating Dangerously deserves a wide audience since it is estimated that

nearly half of the entire American population suffers, to some degree,

from allergies. Dr. Mackarness points out that foods—even good ones

—

are frequent offenders, but they may be unsuspected as the cause of

allergies. He describes symptoms and relief for allergy victims in clear,

easy reading. For many individuals who suffer needlessly from food al-

lergies, EATING DANGEROUSLY will be enormously helpful.

—Beatrice Trum Hunter, Author of The Mirage of Safety

This book is a real eye-opener. It does not scare-monger; it states in sim-

ple terms the dangers inherent in our diet, and what to do if you feel you

may be suffering from food allergy.

—Evening Star

For people convinced that something they eat “does not agree with me”
the book will make persuasive reading.

—The Observer

Dr. Mackarness reveals the hidden dangers behind such everyday foods

as eggs, milk, cheese, toast, sugar, coffee and cakes...

—The Daily Express

Richard Mackarness is right to produce a book on this important subject

for the general public. . .

.

—World Medicine

It means nothing less than a complete reappraisal of environment and

diet policies in Europe and America—before it’s too late.

—Western Mail

0-15 -127265-4


